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DEPARTMENTAL WITNESSES

PREPARED STATEMENT OF THE CORPORATION FOR PUBLIC BROADCASTING

Chairman Harkin, Ranking Member Shelby, and members of the subcommittee,
thank you for allowing me to submit testimony on behalf of our Nation’s public
media system.

Every day across the country, people turn to public radio and television for pro-
grams that inform and inspire; for lifelong education; for local news and informa-
tion; for arts and cultural content, and for a variety of other services. Public broad-
casting, or what should more accurately be called “public media,” has many faces,
and employs around 24,000 people, but 1s best-known by the 1,300 local public radio
and television stations across the country that provide unique local service to their
communities. These stations collectively reach more than 98 percent of the U.S. pop-
ulation with free, over-the-air television and radio programming and other services.
When Congress appropriates money to the Corporation for Public Broadcasting
(CPB), it is benefitting the 170 million Americans who use public broadcasting each
month by supporting the stations that serve them.

CPB distributes Federal funds in accordance with a statutory formula contained
in the Public Broadcasting Act of 1967, under which more than 70 percent of our
funds go directly to local public television and radio stations. CPB also supports the
creation of programming for radio, television, and digital media. The statute ensures
diversity in this programming by requiring CPB to fund independent and minority
producers. CPB fulfills these obligations by funding the Independent Television
Service and the five Minority Consortia in television (which represent African Amer-
ican, Latino, Asian American, Native American, and Pacific Islander producers) and
similar organizations in radio. CPB funds the National Program Service at PBS,
which supports signature programs like “PBS NewsHour”, “NOVA” and “American
Experience”; as well as educational, scientifically researched, impactful and trusted
children’s programming like “Sesame Street”, “Curious George”, and “Word Girl”.

In addition, CPB spends 6 percent of its funds on projects that benefit the entire
public broadcasting community, befitting its role as the only entity responsible for
and answerable to the entirety of the public media system. CPB negotiates and pays
music royalties for all of public broadcasting, for example, and funds research to ex-
plore audience needs and technological opportunities. Added together, these efforts
account for 95 percent of the funds appropriated to CPB (which is limited by law
to an administrative budget of no more than 5 percent).

Some have suggested that public broadcasting can easily do without Federal fund-
ing. Let me briefly explain the critical importance of Federal funding to public
media as it exists today, and what the impact would be if it were to go away. Con-
gress designed the public media system in this country as a public-private partner-
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ship, where minimal Federal dollars are leveraged to the maximum extent to ensure
universal service to every American and every community. While CPB’s appropria-
tion accounts for around 15 percent of the entire cost of public broadcasting, this
“lifeblood” funding leverages critical investments from State and local governments,
universities, businesses, foundations and from viewers and listeners of local sta-
tions. Put simply, CPB funding is the foundation on which the entire system is
built. Undermining the foundation puts the entire structure in jeopardy.

CPB funding is particularly important to minority-owned public stations and sta-
tions in rural areas, which are more challenging to operate due to low population
density of viewers and listeners; the need to operate multiple transmitters to reach
far-flung populations; and the limited disposable incomes and potential for private
support often found in rural America. In fiscal year 2009, individual donations rep-
resented 17 percent of an average rural station’s total revenue, versus almost 28
percent for the industry as a whole. The disproportional importance of Federal fund-
ing to stations in rural areas is clear—in fiscal year 2009, 108 rural stations relied
on CPB for at least 25 percent of their revenue; while 22 rural stations, many on
Native American reservations, relied on CPB funding for at least 50 percent of their
revenue.

Finally, CPB funding is also the only funding source without a station cost associ-
ated with it—all other fundraising costs money (for stations and for any nonprofit).
For example, in fiscal year 2008 it costs the average station 40 cents on the dollar
to raise funds from individuals and local businesses.

Numerous studies, including one conducted by the Government Accountability Of-
fice (GAO), have shown that the loss of Federal funding would create a void not eas-
ily filled by other sources of funding. For the vast majority of stations, this would
mean a drastic and immediate cutback in service, local programming and personnel,
and in many cases stations would “go dark.” Further, the loss of Federal funding
would have a severe impact on a station’s ability to acquire national programming,
such as “The Electric Company”, “Super Why!”, “NOVA”, “American Experience”,
“Frontline”, “PBS NewsHour”, Marketplace and many others, from PBS, NPR,
American Public Media and other sources. Federal funding has been the basis for
this highly successful public media model since CPB was created nearly 45 years
ago. Without it, public media ceases to exist as its creators intended.

Core System Support

One of CPB’s core responsibilities is to preserve, protect, and advance public
media. Public television and radio stations are facing an unprecedented array of
challenges. These include the challenging economy, reductions in Federal and State
support, shifting community demographics, fracturing audiences and emerging pat-
terns in the way content is delivered and consumed. Public television has been hit
especially hard. Over the past two years, the public television economy has declined
by $250 million, and CPB projects a further $250 million decline over the next two
years. In addition, while the digital conversion in public television has provided ex-
citing new opportunities for service, digital equipment becomes obsolete much more
quickly than the analog equipment it replaced. The more or less constant cost of
equipment replacement is further affecting public television. To cope with declining
revenue and increasing equipment expenses, many stations have been forced to cut
local service. As a result, the need to maintain infrastructure is draining resources
from content and local service at stations.

CPB is working in two areas to help the system begin to facilitate collaboration
and operational efficiencies: mergers and consolidations, and joint master control op-
erations.

Mergers and Consolidation.—Most communities are served by one or more stand-
alone public broadcasting stations. While independent local stations theoretically
have a great deal of flexibility in choosing how to serve their community, the limited
scale of many stand-alone operations drives up operating costs and constrains sta-
tions’ ability to offer local service.

State networks like Iowa Public Television and Alabama Public Television have
demonstrated the advantage of taking an alternative approach. Combining manage-
ment and back office operations to serve multiple communities can increase effi-
ciency and free resources for additional local service. CPB plans to continue to work
with stations to explore operating models that bring multiple stations together as
an important focus of our work. Our efforts include offering informal advice to sta-
tions considering mergers and, once stations issue a formal intent to merge, pro-
viding some financial assistance with merger-related costs.

Central Master Control.—A master control room is the central hub of a television
station’s technical operation, the point where content sources come together to be
routed to the station transmitter. In the past, each television station has needed a
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master control room. Digital technology now allows the master control function to
be provided from a remote location. A single master control facility can now serve
multiple stations. This is important because master controls are expensive; they are
both capital- and people-intensive. Combining master control operations can yield
significant cost savings, increase productivity, and encourage station collaboration
in other back-office areas.

CPB is supporting the design and construction of multi-station master control fa-
cilities. We are also exploring the practicality of creating a nationwide “master plan”
for master control facilities. As the specifics of a new consolidated master control
function evolve, there is an opportunity to realize cost savings, reduce the capital
burden on stations, and improve efficiency for public television.

American Graduate

In the words of our statute, “[It is in the public interest to encourage . . . the
use of [public] media for instructional, educational, and cultural purposes.” Edu-
cation continues to be a core value of the public broadcasting community, as it has
been since its inception. For over 40 years, public broadcasting stations have made
a robust and vital contribution to education and an informed and strengthened civil
society, and these contributions are reflected in CPB’s recently-launched American
Graduate initiative.

American Graduate is a significant new public media initiative to help improve
our Nation’s high school graduation rates. Every year, more than 1 million students
drop out of high school. If that trend continues, over the next 10 years, it will cost
the Nation more than $3 trillion in lost wages, productivity and taxes. American
Graduate expands on public media’s record of success in early childhood education
to reach students in middle school—a critical point when the disengagement that
leads to dropping out in high school often begins. Local public radio and television
stations are at the core of this initiative and are uniquely positioned to educate and
engage various stakeholders on the dropout problem, rally support and help coordi-
nate efforts in communities, something experts say is crucial to a solution.

CPB’s Requests for Appropriations

Public media stations continue to evolve, both operationally and more importantly
in the myriad ways they serve their communities. Stations are committed to reach-
ing viewers and listeners on whatever platform they use—from smart phones to
iPads to radios to television sets. While stations can and will continue to adapt and
thrive in the digital age, without sufficient support they cannot provide service on
evolving platforms. As the Federal Communications Commission’s National
Broadband Plan noted, “Today, public media is at a crossroads . . . [it] must con-
tinue expanding beyond its original broadcast-based mission to form the core of a
broader new public media network that better serves the new multi-platform infor-
mation needs of America. To achieve these important expansions, public media will
require additional funding.”

CPB Base Appropriation (Fiscal Year 2014).—CPB has requested a $495 million
advance appropriation for fiscal year 2014, to be spent in accordance with the Public
Broadcasting Act’s funding formula. The two-year advance appropriation for public
broadcasting, in place since 1976, is the most important part of the “firewall” that
Congress constructed between Federal funding and the programs that appear on
public television and radio. President Gerald Ford, who initially proposed a 5-year
advance appropriation for CPB, said it best when he said that advance funding “is
a constructive approach to the sensitive relationship between Federal funding and
freedom of expression. It would eliminate the scrutiny of programming that could
be associated with the normal budgetary and appropriations processes of the gov-
ernment.”

Our fiscal year 2014 request balances the fiscal reality facing our Nation with the
stark fact that stations are struggling to maintain service to their communities in
the face of shrinking non-Federal revenues—a $218 million, or 9.2 percent, drop be-
tween fiscal year 2008 and 2009 alone. Even with these challenges, public broad-
casting contributes to American society in many ways that are worthy of greater
Federal investment. In fiscal year 2014, CPB will continue to support a range of
programming and initiatives through which stations provide a valuable and trusted
service to millions of Americans.

CPB Digital Funding (Fiscal Year 2012).—CPB requests $48 million for CPB Dig-
ital for fiscal year 2012, $11.5 million less than requested in fiscal year 2011. The
digital conversion of public media is a much more extensive process than simply re-
placing analog with digital equipment. Digital conversion requires the development
of new organizational models optimized for the digital environment, with new
workflows, multi-channel services, and multi-platform distribution. CPB Digital
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funding, which can fund a wider range of projects than our formula-governed main
account, has led to some of the most important innovation in public broadcasting’s
history. The continuing availability of this funding is critical to public broadcasting’s
progress toward a true, digital public service media.

Ready To Learn (Fiscal Year 2012).—CPB requests that the U.S. Department of
Education’s Ready To Learn (RTL) program be funded at $27.3 million, the same
level as fiscal year 2011. A partnership between the Department, CPB, PBS and
local public television stations, RTL leverages the power of digital television tech-
nology, the Internet, gaming platforms and other media to help millions of young
children learn the reading and math skills they need to succeed in school. The part-
nership’s work over the past few years has demonstrably increased reading scores
particularly among low-income children and has erased the performance gap be-
tween children from low-income households and their more affluent peers. An ap-
propriation of $27.3 million in fiscal year 2012 will enable RTL to develop tools to
improve children’s performance in math as well as reading and bring on-the-ground,
station-convened early learning activities to more communities.

All told, the Federal contribution to public media through CPB amounts to $1.39
per American per year and, in a model private-public partnership, the public media
system takes each of these dollars and raises six dollars more. The returns for tax-
payers are exponential. They include in-depth news and public affairs programming
on the local, State, national and international level;, unmatched, commercial-free
children’s programming; formal and informal educational instruction for all ages;
and inspiring arts and cultural content.

Mr. Chairman and Ranking Member, thank you again for allowing CPB to submit
this testimony. We are under no illusions about the pressures you face on a daily
basis as Congress works to address our country’s perilous fiscal situation. As such,
on behalf of the public broadcasting community, including the stations in your
states and those they serve, we sincerely appreciate your support.

PREPARED STATEMENT OF THE RAILROAD RETIREMENT BOARD

We are pleased to present the following information to support the Railroad Re-
tirement Board’s (RRB) fiscal year 2012 budget request.

The RRB administers comprehensive retirement/survivor and unemployment/sick-
ness insurance benefit programs for railroad workers and their families under the
Railroad Retirement and Railroad Unemployment Insurance Acts. The RRB also has
administrative responsibilities under the Social Security Act for certain benefit pay-
ments and Medicare coverage for railroad workers. During the past 2 years, the
RRB has also administered special economic recovery payments and extended unem-
ployment benefits under the American Recovery and Reinvestment Act of 2009
(Public Law 111-5). More recently, we have administered extended unemployment
benefits under the Worker, Homeownership, and Business Assistance Act of 2009
(Public Law 111-92), and the Tax Relief, Unemployment Insurance Reauthorization,
and Job Creation Act of 2010 (Public Law 111-312).

During fiscal year 2010, the RRB paid $10.8 billion, net of recoveries, in retire-
ment/survivor benefits to about 582,000 beneficiaries. We also paid $156.3 million
in net unemployment/sickness insurance benefits to some 38,000 claimants. Unem-
ployment benefits included $19.4 million under Public Law 111-92, and about $0.8
million under Public Law 111-5. In addition, the RRB paid benefits on behalf of the
fSpcial Security Administration amounting to $1.3 billion to about 116,000 bene-
iciaries.

PROPOSED FUNDING FOR AGENCY ADMINISTRATION

The President’s proposed budget would provide $112,239,000 for agency oper-
ations, which would enable us to maintain a staffing level of 902 full-time equiva-
lent staff years (FTEs) in 2012. The proposed budget would also provide $1,810,000
for information technology (IT) investments. This includes $700,000 for costs related
to systems modernization and e-Government, and $654,000 for improvements re-
lated to cyber security and continuity of operations. The remaining $456,000 would
be used for network operations, infrastructure replacement and emergency restora-
tion services.

AGENCY STAFFING

The RRB’s dedicated and experienced workforce is the foundation for our tradition
of excellence in customer service and satisfaction. Like many Federal agencies, how-
ever, the RRB has a number of employees at or near retirement age. Nearly 70 per-
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cent of our employees have 20 or more years of service at the agency, and about
40 percent of our current workforce will be eligible for retirement by January 1,
2013. To help prepare for the expected staff turnover in the near future, we are
placing increased emphasis on strategic management of human capital. Our human
capital plans provide for employee support and knowledge transfer, which will en-
able the RRB to continue achieving its mission. In addition, with the agency’s for-
mal human capital plan, succession plan and various action plans in place, we are
ensuring that succession management supports a systematic approach to ensuring
a continuous supply of the best talent through helping individuals develop to their
full potential.

In connection with these workforce planning efforts, our budget request includes
a legislative proposal to enable the RRB to utilize various hiring authorities avail-
able to other Federal agencies. Section 7(b)(9) of the Railroad Retirement Act con-
tains language requiring that all employees of the RRB, except for one assistant for
each Board Member, must be hired under the competitive civil service. We propose
to eliminate this requirement, thereby enabling the RRB to use various hiring au-
thorities offered by the Office of Personnel Management.

INFORMATION TECHNOLOGY IMPROVEMENTS

We are actively pursuing further automation and modernization of the RRB’s var-
ious processing systems to support the agency’s mission to administer benefit pro-
grams for railroad workers and their families. Key capital initiatives for fiscal year
2012 include projects to add new reporting services to our Employer Reporting Sys-
tem, and to continue with long-term system modernization efforts. In recent years,
the agency has moved to a relational database environment and optimized the data
that reside in the legacy databases. In fiscal year 2012, our staff will work with an
experienced DB2 Database Administrator to ensure that the master database re-
mains platform independent and to develop stored procedures that will be used by
reengineered mainframe programs that access the master database. We also plan
to move forward with reengineering the applications to the agency’s LAN enterprise
program platform, several of which are programmed in outdated, commercially un-
supported technologies.

Our budget request also provides for cyber security improvements to ensure that
the RRB continues to control the risks that threaten the agency’s critical assets and
to meet the security requirements set forth in the Federal Information Security
Management Act (FISMA) of 2002, and infrastructure investments to maintain our
operational readiness and provide a firm foundation for our target enterprise archi-
tecture.

OTHER REQUESTED FUNDING

The President’s proposed budget includes $51 million to fund the continuing
phase-out of vested dual benefits, plus a 2 percent contingency reserve, $1,020,000,
which “shall be available proportional to the amount by which the product of recipi-
ents and the average benefit received exceeds the amount available for payment of
vested dual benefits.” In addition, the President’s proposed budget includes $150,000
for interest related to uncashed railroad retirement checks.

FINANCIAL STATUS OF THE TRUST FUNDS

Railroad Retirement Accounts.—The RRB continues to coordinate its activities
with the National Railroad Retirement Investment Trust (Trust), which was estab-
lished by the Railroad Retirement and Survivors’ Improvement Act of 2001 (RRSIA)
to manage and invest railroad retirement assets. Pursuant to the RRSIA, the RRB
has transferred a total of $21.276 billion to the Trust. All of these transfers were
made in fiscal years 2002 through 2004. The Trust has invested the transferred
funds, and the results of these investments are reported to the RRB and posted pe-
riodically on the RRB’s website. The net asset value of Trust-managed assets on
September 30, 2010, was approximately $23.8 billion, an increase of $0.5 billion
from the previous year. As of April 2011, the Trust had transferred approximately
$11 billion to the Railroad Retirement Board for payment of railroad retirement
benefits.

In June 2010, we released the annual report on the railroad retirement system
required by Section 22 of the Railroad Retirement Act of 1974, and Section 502 of
the Railroad Retirement Solvency Act of 1983. The report addressed the 25-year pe-
riod 2010-2034, and included projections of the status of the retirement trust funds
under three employment assumptions. These indicated that barring a sudden, unan-
ticipated, large decrease in railroad employment or substantial investment losses,
the railroad retirement system would experience no cash flow problems for the next
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23 years. Even under the most pessimistic assumption, the cash flow problems
would not occur until the year 2033. The report did not recommend any change in
the rate of tax imposed by current law on employers and employees.

Railroad Unemployment Insurance Account.—The RRB’s latest annual report on
the financial status of the railroad unemployment insurance system was issued in
June 2010. The report indicated that even as maximum daily benefit rates rise 39
percent (from $64 to $89) from 2009 to 2020, experience-based contribution rates are
expected to keep the unemployment insurance system solvent, except for small,
short-term cash-flow problems in 2010 and 2011. Projections show a quick repay-
ment of loans even under the most pessimistic assumption.

Unemployment levels are the single most significant factor affecting the financial
status of the railroad unemployment insurance system. However, the system’s expe-
rience-rating provisions, which adjust contribution rates for changing benefit levels,
and its surcharge trigger for maintaining a minimum balance, help to ensure finan-
cial stability in the event of adverse economic conditions. No financing changes were
recommended at this time by the report.

Due to the increased level of unemployment insurance payments during fiscal
years 2009 and 2010, loans from the Railroad Retirement (RR) Account to the RUI
Account became necessary beginning in December 2009. The balance of loans from
the RR Account was $47.4 million at the end of fiscal year 2010, including $0.9 mil-
lion in accrued interest. The estimated loan balance at the end of fiscal year 2011,
is $3.0 million, and full repayment of the loans is expected during fiscal year 2012.

Thank you for your consideration of our budget request. We will be happy to pro-
vide further information in response to any questions you may have.

PREPARED STATEMENT OF THE INSPECTOR GENERAL, RAILROAD RETIREMENT BOARD

My name is Martin J. Dickman and I am the Inspector General for the Railroad
Retirement Board. I would like to thank you, Mr. Chairman, and the members of
the Subcommittee for your continued support of the Office of Inspector General.

BUDGET REQUEST

I wish to inform you of our fiscal year 2012 appropriations request and describe
our planned activities. The Office of Inspector General (OIG) respectfully requests
funding in the amount of $9,259,000 to ensure the continuation of its independent
oversight of the Railroad Retirement Board (RRB). During fiscal year 2012, the OIG
will focus on areas affecting program performance; the efficiency and effectiveness
of agency operations; and areas of potential fraud, waste and abuse.

OPERATIONAL COMPONENTS

The OIG has three operational components: the immediate Office of the Inspector
General, the Office of Audit (OA), and the Office of Investigations (OI). The OIG
conducts operations from several locations: the RRB’s headquarters in Chicago, Illi-
nois; an investigative field office in Philadelphia, Pennsylvania; and five domicile in-
vestigative offices located in Arlington, Virginia; Houston, Texas; San Diego, Cali-
fornia; Miami, Florida; and New York, New York. These domicile offices provide
more effective and efficient coordination with other Inspector General offices and
traditional law enforcement agencies with which the OIG works joint investigations.

OFFICE OF AUDIT

The mission of the Office of Audit is to promote economy, efficiency, and effective-
ness in the administration of RRB programs and detect and prevent fraud and
abuse in such programs. To accomplish its mission, OA conducts financial, perform-
ance, and compliance audits and evaluations of RRB programs. In addition, OA de-
velops the OIG’s response to audit-related requirements and requests for informa-
tion.

During fiscal year 2012, OA will focus on areas affecting program performance;
the efficiency and effectiveness of agency operations; and areas of potential fraud,
waste, and abuse. OA will continue its emphasis on long-term systemic problems
and solutions, and will address major issues that affect the RRB’s service to rail
beneficiaries and their families. OA has identified four broad areas of potential
audit coverage: Financial Accountability; Railroad Retirement Act & Railroad Un-
employment Insurance Act Benefit Program Operations; Railroad Medicare Program
Operations; and Security, Privacy, and Information Management.

During fiscal year 2012, OA must accomplish the following mandated activities
with its own staff: Audit of the RRB’s financial statements pursuant to the require-
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ments of the Accountability of Tax Dollars Act of 2002 and evaluation of information
security pursuant to the Federal Information Security Management Act (FISMA).

During fiscal year 2012, OA will complete the audit of the RRB’s fiscal year 2011
financial statements and begin its audit of the agency’s fiscal year 2012 financial
statements. OA contracts with a consulting actuary for technical assistance in audit-
ing the RRB’s “Statement of Social Insurance”, which became basic financial infor-
mation effective in fiscal year 2006. In addition to performing the annual evaluation
of information security, OA also conducts audits of individual computer application
systems which are required to support the annual FISMA evaluation. Our work in
this area is targeted toward the identification and elimination of security defi-
ciencies and system vulnerabilities, including controls over sensitive personally
identifiable information. OA will also conduct an audit of employer compliance with
the provisions of the Railroad Retirement and Railroad Unemployment Insurance
Acts. Our work in this area is designed to verify the completeness and accuracy of
the external reviews performed by the RRB’s compliance group.

OA undertakes additional projects with the objective of allocating available audit
resources to areas in which they will have the greatest value. In making that deter-
mination, OA considers staff availability, current trends in management, Congres-
sional and Presidential concerns.

OFFICE OF INVESTIGATIONS

The Office of Investigations (OI) focuses its efforts on identifying, investigating,
and presenting cases for prosecution, throughout the United States, concerning
fraud in RRB benefit programs. OI conducts investigations relating to the fraudu-
lent receipt of RRB disability, unemployment, sickness, and retirement/survivor ben-
efits. OI investigates railroad employers and unions when there is an indication that
they have submitted false reports to the RRB. OI also conducts investigations in-
volving fraudulent claims submitted to the Railroad Medicare Program. These inves-
tigative efforts can result in criminal convictions, administrative sanctions, civil
penalties, and the recovery of program benefit funds.

Ol INVESTIGATIVE RESULTS FOR FISCAL YEAR 2010

Civil Judgments 19
Indictments/Informations 47
Convictions 50
Recoveries/Receivables $29,296,188

OI anticipates an ongoing caseload of about 450 investigations in fiscal year 2012.
During fiscal year 2010, OI opened 244 new cases and closed 210. To date in fiscal
year 2011, OI has opened 188 new cases and closed 135. At present, OI has cases
open in 47 States, the District of Columbia, and Canada with estimated fraud losses
of over $37 million. Disability fraud cases represent the largest portion of Ol’s total
caseload. These cases involve more complicated schemes and often result in the re-
covery of substantial amounts for the RRB’s trust funds. They also require consider-
able resources such as travel by special agents to conduct surveillance, numerous
witness interviews, and more sophisticated investigative techniques. Additionally,
these fraud investigations are extremely document-intensive and require forensic fi-
nancial analysis.

During fiscal year 2012, OI will continue to coordinate its efforts with agency pro-
gram managers to address vulnerabilities in benefit programs that allow fraudulent
activity to occur and will recommend changes to ensure program integrity. OI plans
to continue proactive projects to identify fraud matters that are not detected
through the agency’s program policing mechanisms.

CONCLUSION

In fiscal year 2012, the OIG will continue to focus its resources on the review and
improvement of RRB operations and will conduct activities to ensure the integrity
of the agency’s trust funds. This office will continue to work with agency officials
to ensure the agency is providing quality service to railroad workers and their fami-
lies. The OIG will also aggressively pursue all individuals who engage in activities
to fraudulently receive RRB funds. The OIG will continue to keep the Subcommittee
and other members of Congress informed of any agency operational problems or de-
ficiencies.
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The OIG sincerely appreciates its cooperative relationship with the agency and
the ongoing assistance extended to its staff during the performance of their audits
and investigations. Thank you for your consideration.

NONDEPARTMENTAL WITNESSES

PREPARED STATEMENT OF ADAP ADVOCACY ASSOCIATION

Thank you on behalf of the ADAP Advocacy Association (aaa+) and its board of
directors for the opportunity to submit our written testimony to the Senate Com-
mittee on Appropriations, Subcommittee on Labor, Health and Human Services and
Education (LHHSE) about the AIDS Drug Assistance Programs (ADAPs). aaa+ is
a national 501(c)(3) nonprofit organization incorporated in the District of Columbia
to promote and enhance the AIDS Drug Assistance Programs and improve access
to care for persons living with HIV/AIDS. We appreciate the opportunity to share
our testimony on fiscal year 2010 appropriations.

State ADAPs are primarily federally funded under Part B of the Ryan White
Comprehensive AIDS Resources Emergency (CARE) Act. ADAPs provide medica-
tions to treat HIV disease and prevent and treat AIDS-related opportunistic infec-
tions to low income, uninsured and underinsured individuals living with HIV/AIDS
in the 50 States, District of Columbia, Puerto Rico, Guam, U.S. Virgin Islands,
American Samoa, Marshall, and Northern Marianas Islands. Additional funding is
directed toward State ADAPs from other Ryan White CARE Act funds, including
Part A Eligible Metropolitan Area (EMA) funds. Many States also directly con-
tribute funding. ADAPs represent the “access to treatment” window for the commu-
nity-based continuum of HIV/AIDS healthcare so carefully built and supported by
all the parts of the Ryan White CARE Act, which was reauthorized for 4 years by
both Houses of Congress and signed into law by President Barack Obama on Octo-
ber 30, 2009. The law in general has enjoyed strong bipartisan support since it was
first passed in the 1990s, and ADAPs specifically have been a Return on Investment
(ROI) model since the Federal Government began pumping money into them when
President Bill Clinton and Speaker Newt Gingrich were in office.

At the time when our testimony is being submitted to the subcommittee for its
consideration, there are 7,553 people living with HIV/AIDS in 11 States on ADAP
waiting lists—including 31 people in Arkansas, 3,848 people in Florida, 1,221 people
in Georgia, 11 people in Idaho, 816 people in Louisiana, 21 people in Montana, 177
people in North Carolina, 303 people in Ohio, 560 people in South Carolina, 563
people in Virginia and 2 people in Wyoming. Overall, 95.54 percent of these people
reside in the South. Additionally, it is being submitted for the people living with
HIV/AIDS who are the “invisible” waiting lists because they have been kicked-off
the program due to changes in eligibility requirements—including 99 people in Ar-
kansas, 257 people in Ohio, and 89 people in Utah, as well as the 6,500+ people
in Florida who have been transitioned off the program.

Faced with the “Perfect Storm” that is being fueled by high unemployment, record
number of uninsured, State budgetary cutbacks, high cost of medications and inad-
equate Federal funding, there are a historic number of people being denied access
to treatment. Without the subcommittee’s leadership and fortitude to recognize the
ROI from ADAPs, several thousand people living with HIV/AIDS will be at risk of
developing Opportunistic Infections (OIs), and thousands of others who are HIV-neg-
ative will be at greater risk of contracting the virus because their HIV-positive coun-
‘(cIeilrpartsT )are more infectious when not taking Highly Active Anti-Retroviral Therapy

Each year a sophisticated pharmacoeconomic model is employed by the ADAP Co-
alition—a unique coalition of AIDS advocates, community-based organizations and
representatives of research-based pharmaceutical and biotechnology companies—ref-
erencing the data collected from ADAPs from the previous 2 years to forecast the
dollar resources that will be needed for the coming 2 years to enable ADAPs to pro-
vide HAART (combination antiretroviral therapy) to Americans living with HIV dis-
ease.

Many are familiar with this process and its remarkable accuracy over the past
12 years. The Congress and White House have provided us with support very close
to the amounts we projected in fiscal year 1996, 1997, 1998, 1999, 2000, always in
amounts above the original Administration budget requests; funding in subsequent
fiscal year 2001-05 was sustainable, but often short of the necessary amounts need-
ed to avert waiting lists. Between 2000 and 2008, States increased their share of
the ADAP budget by 155 percent while the Federal Government increased its share
by only 46 percent overall. The chart shows the increase by each party each year
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over the previous fiscal year in percentage points. States have basically increased—
as well as pharmaceutical rebates—while the Federal commitment has gone down!

—e— Federal Share
—=— State Share
—&— Industry Rebates

2000 2001 2002 2003 2004 2005 2006 2007 2008

The ongoing ADAP crisis is being fueled, by in large, because Federal spending
has been inadequate—despite small budget increases under both President George
W. Bush and President Obama since 2005. The Federal share of ADAP funding has
fallen steadily over the last several years. In fiscal year 2003 the Federal earmark
was 72 percent of the overall ADAP budget. In fiscal year 2009, the Federal share
had fallen to 49 percent of the ADAP budget. ADAPs have long had a strong State-
Federal partnership; however despite the economic downturn many States have in-
creased funding in fiscal year 2010 by an additional $121 million for a total of
$346.2 million. Pharmaceutical manufacturers have also helped to alleviate fiscal
challenges for ADAP by agreeing to lower drug prices and enhance rebates, which
amounted to $259 million in saving for fiscal year 2009. Supplemental agreements
will save an additional $160 million per year starting in July 2010.1

ADAPs truly need an increase of $410 million in fiscal year 2012 to maintain
their programs and fill the structural deficits that have built up over the last sev-
eral years. In fiscal year 2012, the HIV/AIDS community is asking for an increase
of $131 million to continue to serve an average of 1,312 new clients per month. The
funding level of $991 million is the authorized level in the Ryan White reauthoriza-
tion of 2009.2

A large gap remains for ADAPs in fiscal year 2010. Included in the fiscal year
2011 need number was a revised estimate for the ADAP Federal need number for
fiscal year 2010 of $961 million, an increase of $126 million over the current funding
level. The fiscal year 2010 need number was revised based upon new survey data.
Coupled with estimated State funding, this funding will provide continued services
to a total of 153,875 clients in fiscal year 2010, including the ability to enroll 15,760
new clients and eliminate waiting lists. This includes individuals who are fully cov-
ered by ADAP and those who receive assistance with Medicare Part D cost sharing
requirements or private insurance continuation. The fiscal year 2010 need number
has been adjusted from the previous level to account for the $20 million already re-
ceived through the fiscal year 2010 Congressional appropriations process.3 This
problem is only worsens moving into fiscal year 2012.

The problem of growing ADAP waiting lists is exacerbated because we are facing
an American HIV/AIDS epidemic of devastating proportion. According to some esti-
mates, the number of people living with HIV/AIDS in the United States was ap-
proximately 2 million by the end of 2010. These numbers are not due to decrease
in the near future. In 2006 alone, the Centers for Disease Control and Prevention
(CDC) estimated that there have been more than 56,000 new HIV infections per
year for the last decade. If this was not severe enough, the disease is far from color
blind. Currently, the incidence rate of new HIV infection among African American
men and women is seven times that of the Caucasian population. Furthermore, ra-
cial disparities are echoed regionally as the epidemic has seen its most recent unfet-
tered growth in southern States, which often times have smaller State budgets and
fewer access points to comprehensive care.

The ADAP need is being driven by simple factors. As we all know HAART AIDS
treatments has dropped U.S. death rates from AIDS by about 75 percent starting

1The ADAP Coalition, ADAP Need Fiscal Year 2012, January 2011.
2The ADAP Coalition, ADAP Need Fiscal Year 2012, January 2011.
3The ADAP Coalition, ADAP Need Fiscal Year 2010 & Fiscal Year 2011, January 2010.
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in 1996. Whereas annual AIDS deaths use to run about 40,000 a year, now 15,000
to 17,000, even less in areas of very good medical care.

While dramatic improvements in lifespan and quality of life are almost miracu-
lous, HAART treatments must continue for ADAP patients. Therefore patients living
longer will likely require ADAP services for medications longer. There are 200,000
to 300,000 Americans who are unaware that they are HIV +. Extensive multi-mil-
lion dollar efforts for outreach and HIV testing are going on all over the country,
and the CDC now urges routine testing for those at risk for HIV. Funded by church-
es, foundations, Minority Health Initiatives, pharmaceutical companies and AIDS
service groups, these efforts are identifying “hard to reach” populations many of
whom lack adequate health insurance. These individuals, when identified, must look
to ADAP to cover the costs of their drugs. For most, access to Medicaid is limited.
State Medicaid programs typically require disease progression to full-blown AIDS to
meet the Social Security definition of disabled. U.S. Government treatment guide-
lines consider progression to full-blown AIDS to be months and years too late for
optimum treatments. As we decided in Congress to allow timely early treatment of
breast and cervical cancers in women, so too should we allow States the option to
provide early treatments for HIV through Medicaid to both men and women.

While we hope that Congress will pass the Early Treatment for HIV Act (ETHA)
to allow States the option to provide HIV care and treatments through Medicaid
early in the disease process when health benefits are greater and costs are less, for
now we are stuck with folks who can’t qualify for Medicaid looking to ADAP for
basic coverage. Increases in private sector health insurance costs forces steady
streams of HIV+ patients from private health insurance programs to State ADAPs.
This is a result of rising costs in premiums and co-payments that become
unaffordable, and in some instances by HMO-type providers with drug benefits leav-
ing the market for more profitable locations. These factors together, ensure need for
State ADAPs for the coming years. The increasing rate of need will be substantial
until key provisions of the Patient Protection and Affordable Care Act (PPACA) can
provide adequate benefits to our entire senior, elderly and disabled populations. As
the profile of the American AIDS epidemic has expanded further into communities
of color, marginalized populations, rural areas, and particularly to women of color
in their child bearing years, ADAPs feel these additional strains from groups which
traditionally may work low-paying jobs with inadequate health insurance or no
healthcare benefits.

In the past 12 months, 20 State ADAPs have instituted other cost-containment
strategies. ADAPs with other cost-containment strategies instituted since April 1,
2009, as of February 2, 2011) include: Arizona: Reduced formulary, Arkansas: Re-
duced formulary, lowered financial eligibility to 200 percent of FPL, (disenrolled 99
clients in September 2009), Colorado: Reduced formulary, Florida: Reduced for-
mulary, lower financial eligibility to 300 percent FPL, transition clients to Welvista
from 2/14-3/31/11, Georgia: Reduced formulary, implemented medical criteria, con-
tinued participation in the Alternative Method Demonstration Project (AMDP),
Idaho: Capped enrollment, Illinois: Reduced formulary, instituted monthly expendi-
ture cap, Kentucky: Reduced formulary, Louisiana: Discontinued reimbursement of
laboratory assays, North Carolina: Reduced formulary, North Dakota: Capped en-
rollment, instituted annual expenditure cap, lowered financial eligibility to 300 per-
cent FPL, Ohio: Reduced formulary, lowered financial eligibility to 300 percent of
FPL (disenrolled 257 clients), Puerto Rico: reduced formulary, South Carolina: Low-
ered financial eligibility to 300 percent FPL, Utah: Reduced formulary, lowered fi-
nancial eligibility to 250 percent of FPL (disenrolled 89 clients), Virginia: Reduced
formulary, only distribute 30-day prescription refills, Washington: Instituted client
cost sharing, reduced formulary (for uninsured clients only), only pay insurance pre-
mium for clients currently on antiretrovirals, and Wyoming: Reduced formulary, in-
stituted client cost sharing.

As previously stated, ADAP waiting lists—as well as the aforementioned cost-con-
tainment strategies put the lives of people living with HIV/AIDS at risk (e.g., devel-
oping Ols), as well as put HIV-negative people at higher risk of becoming infected
(e.g., HIV-positive people are more infectious when not properly treated with
HAART). Without congressional leadership and adequate Federal funding, current
circumstances could easily lead to a public health emergency that will only cost the
taxpayers much more.

In hindsight, it becomes easy to argue that ADAPs have historically been under-
funded. In reality however, it is the emergence of highly active anti-retroviral ther-
apy over the past 7 years and the successes of these treatment options that have
made dramatic changes in people’s lives; that have made access to HIV treatment
and care such a dramatic national policy concern. We now understand how HIV rep-
licates in the body, beginning its destructive impact on the immune system from the
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moment of infection. Where in the recent past we divided people into categories such
as asymptomatic and symptomatic in order to make treatment decisions, current
treatments dictates that we no longer make these distinctions in our approach to
therapy. The latter simply reflects a more advanced state of immune damage.

The standard of care today recommends that patients start on antiretroviral ther-
apy with a combination of drugs earlier in the disease in order to preserve immune
function. It also presumes the earliest possible knowledge of HIV status and in-
formed medical care to decide the exact timing of treatment commencement and
treatment type selection. Improved immune function has a direct impact on those
topics you are most likely interested in today, saving and improving the quality of
lives and cost savings to the healthcare system.

By now it is really not necessary to explain the benefits of antiretroviral treat-
ments or even its cost effectiveness. Everyone knows these things. In fact thousands
of people are dedicated to seeing that the “AIDS miracles” of the last few years
available in the United States are delivered to the rest of the world before societal
damage in excess of the plagues of the Middle Ages is inflicted upon whole countries
in the Caribbean, Africa, Asia and parts of the former Soviet Union. In sharing the
wealth of the medical knowledge and expertise, which the United States have lead
in developing we must not, and should not forget the homeland. We must make sure
that no American with HIV is forgotten and allowed to fall through the cracks. The
time has come to end the wait for people living with HIV/AIDS.

In closing the following two hypothetical examples demonstrate the ROI of the
AIDS Drug Assistance Program:

—Charlie is a 29-year old black single father living in Gadsden County Florida.
He and his wife found out they were infected with HIV when she died from
complications of AIDS related pneumonia the previous year. Charlie is on a
waiting list to receive AIDS drugs but between his depression and efforts to
care for his children he is unable to access the help he needs to navigate the
Patient Assistance Programs. He himself gets sick. He enters an emergency
room in Tallahassee, Florida and is subsequently admitted for a 5-day stay. His
emergency room visit is near the average for this hospital at $2,783 (source
Florida Heath Finder.org.) The hospital stay is near the national average of
$24,000. He receives additional bills from doctors, radiologists and therapists for
$750. You can compare this total to the cost of the AIDS drug he would need
for an entire year. Charlie is what is known as therapy naive so the most inex-
pensive combination therapy drugs would be effective in reducing the virus to
undetectable levels. The annual drug cost would be around $15,000 per year.
Compare that to $33,830 in 6 days for hospitalization.

—Now consider Patricia. She has had AIDS for 20 years and the AIDS virus she
carries is resistant to all but the most expensive AIDS drugs. She has fallen
out of care and is now getting progressively sicker. She goes to ADAP at the
nearest county health department which is 20 miles away only to be told that
she has been wait listed due to budget shortfalls. Patricia falls ill while trying
to navigate assistance programs and is hospitalized. Her ER costs are similar
to that of Charlie’s but she stays in the hospital for 20 days and then dies. Her
costs are well over $100,000 not including funeral and burial costs. Her drugs
would have cost $30,000 per year.

We urge to you fully fund the ADAP program in fiscal year 2012 with an increase
of $131 million. No one need be denied the new standard of care for HIV disease.
We have come too far as a Nation to turn our backs on HIV/AIDS now. Please make
sure that the resources are there for every HIV-positive American to be treated re-
gardless of their financial resources or ability to access adequate health insurance
coverage.

PREPARED STATEMENT OF THE AD HOC GROUP FOR MEDICAL RESEARCH

The Ad Hoc Group for Medical Research is a coalition of more than 300 patient
and voluntary health groups, medical and scientific societies, academic and research
organizations, and industry. The Ad Hoc Group appreciates the opportunity to sub-
mit this statement in support of enhancing the Federal investment in biomedical,
behavioral, and population-based research supported by the National Institutes of
Health (NIH).

We are deeply grateful to the Subcommittee for its long-standing, bipartisan lead-
ership in support of NIH. These are difficult times for our Nation and for people
all around the globe, but the affirmation of science is the key to a better future.
To improve Americans’ health and strengthen America’s innovation economy, the Ad
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Hoc Group for Medical Research recommends $35 billion for NIH in fiscal year
2012.

The partnership between NIH and America’s scientists, medical schools, teaching
hospitals, universities, and research institutions continues to serve as the driving
force in this Nation’s search for ever-greater understanding of the mechanisms of
human health and disease. More than 83 percent of NIH research funding is award-
ed to more than 3,000 research institutions located in every State. These are funded
through almost 50,000 competitive, peer-reviewed grants and contracts to more than
350,000 researchers.

The foundation of scientific knowledge built through NIH-funded research drives
medical innovation that improves health and quality of life through new and better
diagnostics, improved prevention strategies, and more effective treatments. NIH re-
search has contributed to dramatically increased and improved life expectancy over
the past century. A baby born today can look forward to an average life span of
nearly 78 years—almost three decades longer than a baby born in 1900, and life ex-
pectancy continues to increase. People are staying active longer, too: the proportion
of older people with chronic disabilities dropped by nearly a third between 1982 and
2005. Thanks to insights from NIH-funded studies, the death rate for coronary heart
disease is more than 60 percent lower—and the death rate for stroke, 70 percent
lower—than in the World War II era.

NIH research continues to create dramatic new research opportunities, offering
hope to the millions of patients awaiting the possibility of a healthier tomorrow. For
example, a new ability to comprehend the genetic mechanisms responsible for dis-
ease already is providing insights into diagnostics and identifying a new array of
drug targets. We are entering an era of personalized medicine, where prevention,
diagnosis, and treatment of disease can be individualized, instead of using the
standardized approach that all too often wastes healthcare resources and potentially
subjects patients to unnecessary and ineffective medical treatments and diagnostic
procedures.

Peer-reviewed, investigator-initiated basic research is the heart of NIH research.
These inquiries into the fundamental cellular, molecular, and genetic events of life
are essential if we are to make real progress toward understanding and conquering
disease. The application of the results of basic research to the detection, diagnosis,
treatment, and prevention of disease is the ultimate goal of medical research. Clin-
ical research not only is the pathway for applying basic research findings, but it also
often provides important insights and leads to further basic research opportunities.
Additional funding is needed to sustain and enhance basic and clinical research ac-
tivities, including increasing support for current researchers and promoting opportu-
nities for new investigators and in those areas of science that historically have been
underfunded.

Ongoing efforts to reinvigorate research training, including developing expanded
medical research opportunities for minority and disadvantaged students, continue to
gain importance. For example, the volume of data being generated by genomics re-
search, as well as the increasing power and sophistication of computing assets on
the researcher’s lab bench, have created an urgent need, both in academic and in-
dustrial settings, for talented individuals well-trained in biology, computational
technologies, bioinformatics, and mathematics to realize the promise offered by mod-
ern interdisciplinary research.

To move forward, it will be essential to maintain the talent base and infrastruc-
ture that has been created to date. Large fluctuations in funding will be disruptive
to training, to careers, long range projects and ultimately to progress. The research
engine needs a predictable, sustained investment in science to maximize our return.

Further, NIH-supported research contributes to the Nation’s economic strength by
catalyzing private sector growth and creating skilled, high-paying jobs; new prod-
ucts and industries; and improved technologies. Industries and sectors that benefit
include the high-technology and high value-added pharmaceutical and biotechnology
industries, among others. In particular, the NIH funds “enabling science” that ex-
plores and identifies discoveries at a point earlier than businesses often invest, stok-
ing and sustaining the discovery pipeline.

The investment in NIH not only is an essential element in restoring and sus-
taining both national and local economic growth and vitality, but also is essential
to maintaining this Nation’s prominence as the world leader in medical research.
As Raymond Orbach, former Under Secretary for Science at the Department of En-
ergy for President George W. Bush, noted in a recent editorial in Science, “Other
countries, such as China and India, are increasing their funding of scientific re-
search because they understand its critical role in spurring technological advances
and other innovations. If the United States is to compete in the global economy, it
too must continue to invest in research programs.” To succeed in the information-
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based, innovation driven world-wide economy of the 21st century, we must recommit
to long-term sustained growth in medical research funding.

The ravages of disease are many, and the opportunities for progress across all
fields of medical science to address these needs are profound. In this challenging
budget environment, we recognize the painful decisions Congress must make. The
community appreciates that this subcommittee always has recognized that discov-
eries gained through basic research yield the medical advances that improve the fis-
cal and physical health of the country. Strengthening the Nation’s commitment to
medical research is the key to ensuring the future of America’s medical research en-
terprise and the health of her citizens.

The Ad Hoc Group for Medical Research respectfully requests that NIH be recog-
nized as an urgent national priority as the subcommittee prepares the fiscal year
2012 appropriations bills.

PREPARED STATEMENT OF THE AIDS HEALTHCARE FOUNDATION

On behalf of the over 1 million Americans with HIV/AIDS, and the over 56,000
Americans who will become infected with HIV this year, AIDS Healthcare Founda-
tion (AHF) submits the following recommendations and proposals for funding do-
mestic HIV/AIDS programs for fiscal year 2012.

AHF is the largest HIV/AIDS nonprofit in the United States. For over 20 years,
it has delivered high quality medical care, pharmacy services, research, and HIV
prevention and testing services throughout the country. It currently provides med-
ical care to over 150,000 people with HIV/AIDS in 22 countries around the world.

Based on this experience, it is clear to AHF that the battle against HIV/AIDS is
winnable, and that the keys to winning this fight are:

Find those Americans who have HIV, but don’t know it.

It is estimated that approximately 20 percent of all Americans who have HIV do
not know they are infected. It is not surprising that this group unwittingly is the
source of up to 70 percent of all HIV infections in the United States—if you don’t
know you have HIV, you don’t take steps to protect others, and you don’t get treat-
ment.

Provide AIDS drug treatment to all Americans with HIV/AIDS who need it.

It cannot be stressed enough—treatment is prevention. AIDS treatment is one of
the most effective tools we have to prevent new infections. The point of treatment
is to reduce the amount of the HIV virus in a person. People with HIV/AIDS who
are on treatment are less infectious, and simply are far less able to transmit the
virus. AIDS treatment is 92 percent effective in preventing new infections.

If we could find those who don’t know they have HIV, and get them treatment,
new HIV infections would plummet. Not only would these people be healthier and
able to work and care for their families, but we would save tens of billions per year
in future medical costs.

Currently, there are approximately 56,000 new HIV infections in the United
States every year. As the lifetime medical cost (the majority of which will be borne
by the Federal Government via Medicare, Medicaid, or the Ryan White CARE Act)
for each HIV infection is over $600,000, the United States accrues over $36 billion
in future medical costs every year due to new HIV infections.

Therefore, effectively battling the AIDS epidemic requires prioritizing scarce
funds into two main areas: Testing (to find those who are unaware they have HIV)
and treating (providing AIDS drugs and medical care to the newly diagnosed, to pre-
vent new infections).

AHF recognizes the prevailing economic and budget climate, and understands
that finding new money to pay for these necessary programs is extremely chal-
lenging. AHF therefore makes the following recommendations that would free up ex-
isting funding to focus more on testing and treatment:

Re-prioritize AIDS prevention funding within the Centers for Disease Control to-
ward HIV testing.

Yearly new HIV infections have not declined for well over a decade. As a result,
it is time to re-think the CDC’s approach to HIV prevention. In recent times CDC
has spent approximately 30 percent of its HIV prevention budget on HIV testing.
AHF recommends that, for fiscal year 2012 and beyond, the CDC be required to
spend at least 50 percent of its prevention budget on testing. The more tests the
CDC performs, the more people who are unaware of their HIV status will be found,
which is the first step in preventing new infections.

Increase funding for the AIDS Drug Assistance Program (ADAP) by $108 million.

ADAP is a lifeline for thousands of Americans who cannot afford AIDS treatment,
which can cost well in excess of $12,000 per year. Nationwide, ADAP serves over
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165,000 people, approximately one-third of all people on AIDS treatment in the
United States.

Ensuring access to treatment is the backbone in our fight against HIV/AIDS.
Without treatment, people with AIDS become sicker. Without treatment, new infec-
tions will increase, and every new infection carries with over $600,000 in lifetime
medical costs. For these reasons, it is of grave concern that access to care for thou-
sands of Americans is now at risk.

Currently, there are over 7,800 Americans on ADAP waiting lists across the coun-
try—7,800 people who cannot get access to these drugs due to budgetary con-
straints. This list continues to grow as infections continue, State financial support
is reduced, and drug prices increase.

To reverse this trend, AHF supports the consensus of the AIDS community that
ADAP funding should be increased by $108 million for a total of $991 million. In
the absence of new money, AHF proposes funding this increase via the following
means:

Implement administrative and overhead caps within CDC, HRSA, and NIH AIDS
programs, and redirect the savings to ADAP.

In tight budgetary times, Government must become more cost effective. Currently,
Government agencies like HRSA require that contractors spend no more than 10
percent of grants on administrative overhead. These agencies, which are tasked
with implementing ADAP and other AIDS programs, spend a combined $2.3 billion
on administration and overhead. As a recipient of Government funds that has oper-
ated under these requirements, AHF submits that these caps should be applied to
these agencies as well. Controlling administrative costs will free up money that can
be spent on services, not bureaucracy.

Secure additional drug price discounts/rebates from AIDS drug manufacturers.

Drug price increases are one of the main causes of the current ADAP crisis. Addi-
tional discounts would mean ADAPs could serve everyone who needs it without new
funding. Moreover, given the unique nature of ADAP, these discounts would not
have any significant impact on drug company profitability, as they would not impact
price calculations for other drug programs or reduce drug company revenues.

AIDS Healthcare Foundation (AHF) supports increasing Federal funding for
ADAP. However, additional funding must go hand in hand with changes to ADAP
that protect the program from high drug prices. To achieve this, AHF proposes that
for every dollar of additional Federal funding drug companies contribute $2 in addi-
tional rebates or price cuts. This would effectively triple the purchasing power of
each additional ADAP dollar, and ensure the sustainability of this vital program.
Congress can implement this solution by directing the Secretary of Health and
Human Services to negotiate the drug company contribution as a condition of receiv-
ing new money for

Call for the National Institutes of Health to make an independent review of pre-
vention interventions being supported by CDC to determine their effectiveness.

Even though the AIDS epidemic is over 25 years old, there is still very little evi-
dence concerning what prevention programs work, and are cost effective. In order
to better target scarce resources to the most effective interventions, AHF rec-
ommends that $1 million of NIH’s fiscal year 2012 AIDS research budget be spent
on determining which HIV prevention methods are in fact cost-effective ways of re-
ducing HIV infections.

The implementation of the recommendations would forcefully re-orient America’s
AIDS response in a way that would significantly reduce new infections, save billions
of dollars, and improve the health of hundreds of thousands of Americans.

PREPARED STATEMENT OF AIDS UNITED

On behalf of AIDS United and our diverse partner organizations I am pleased to
submit this testimony to the Members of this Subcommittee on the urgency of need-
ed funding for the fiscal year 2012 domestic HIV/AIDS portfolio. AIDS United is a
national organization that seeks to end the AIDS epidemic in the United States by
combining private-sector fundraising, philanthropy, coalition building, public policy
expertise, and advocacy—as well as a network of passionate local and State part-
ners—to effectively and efficiently respond to the HIV/AIDS epidemic in the commu-
nities most impacted by it. Through its unique Community Partnerships program,
Public Policy Committee and targeted special grant-making initiatives, AIDS United
represents over 400 grassroots organizations. These organizations provide HIV pre-
vention, care, treatment, and support services to underserved individuals and popu-
lations most impacted by the HIV/AIDS epidemic including communities of color,
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women and people living with HIV/AIDS in the United States as well as education
and training to providers of treatment services.

June 5, 2011 marks the 30th year since the Centers for Disease Control and Pre-
vention (CDC) reported the first cases of what later became identified as HIV dis-
ease. Sadly, the HIV/AIDS epidemic in the United States is characterized by need-
less mortality, inadequate access to care, persistent levels of new infection, and
stark population and regional disparities. Although improved treatment has made
it possible for people with HIV disease to lead longer and healthier lives, these stark
realities remain.

HIV Remains a Major Public Health Danger

More than 1.2 people are living with HIV or AIDS; nearly one-half living with
HIV/AIDS are not in care.

56,300 people are estimated to have been newly infected with HIV in the United
States in 2006, the year for which the most recent data is available—one new infec-
tion every 9% minutes. According to the Centers for Disease Control and Prevention
(CDC) the HIV infection rate has not fallen in 16 years.

There is neither a cure nor a vaccine for HIV and current treatments do not work
for everyone.

HIV Severely Affects African Americans, Latinos, Women and Gay Men

African Americans represent 13 percent of the United States population but near-
ly 50 percent of all newly reported HIV infections.

Hispanics/Latinos represent 13 percent of the United States population but ac-
count for 18 percent of newly reported cases of HIV.

The percentage of newly reported HIV/AIDS cases in the United States among
women tripled from 8 percent to 27 percent between 1985 and 2007. AIDS is a lead-
ing cause of death among black women aged 15-54.

Gay, bisexual, and other men who have sex with men, especially in communities
of color, are the population most severely affected by HIV.

AIDS United Supports the Goals of the National HIV /AIDS Strategy

The Federal Government has created a first ever National HIV/AIDS Strategy
that commits to four basic goals: reducing the number of people who become in-
fected with HIV; increasing access to care and optimizing health outcomes for people
living with HIV; reducing HIV-related health disparities; and achieving a more co-
ordinated national response to the HIV Epidemic.

AIDS United strongly supports achievement of these goals and strongly urges the
Labor, Health and Human Services, and Education Subcommittee of the Senate Ap-
propriations Committee to ensure that meeting these goals is a top priority. Unfor-
tunately given the growth in the epidemic, meeting these goals, particularly low-
ering the new HIV infection rate, will require greater funding than has been made
available. The Federal Government’s commitment to HIV domestic funding is even
more important this year as we see many States lowering their State funding con-
tributions due to the economic realities States are facing. AIDS United strongly
urges Congress to meet this challenge through the good work of this subcommittee
and to recognize and address the true funding needs of the programs in the HIV/
AIDS portfolio.

AIDS Budget and Appropriations Coalition HIV Community Fiscal Year 2012 Re-
quest (Increases Over Fiscal Year 2010)

The HIV community has come together under the umbrella of the AIDS Budget
and Appropriations Coalition with the community funding request for the HIV/AIDS
domestic portfolio for fiscal year 2012, the comparisons are based on fiscal year 2010
finals. We fully understand the budgetary constraints that are impacting this time,
but we feel it is imperative to let this subcommittee know of the true needs in the
HIV community.

HIV Prevention.—According to CDC estimates contained in the agency’s 2009
HIV/AIDS Surveillance Report, since the beginning of the epidemic there have been
1,142,714 AIDS cases reported with a total of 617,025 deaths in the United States.
Based on previous CDC estimates more than 1.2 million people are living with HIV/
AIDS and that an estimated 21 percent of people living with HIV are unaware of
their HIV status and could unknowingly transmit the virus to another person. Prior
to fiscal year 2010 funding had remained flat for more than 8 years. As a result,
grants to States and local communities have decreased significantly even as the
United States seeks to increase prevention and testing services. To begin to reach
the goals of the National HIV/AIDS Strategy the Congress must give the CDC the
necessary funding to invest in meaningful prevention. AIDS United requests an in-
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crease of at least $57.2 million to $857.6 million in fiscal year 2012 to address the
true need of $1,324.6 billion.

Education.—The National HIV/AIDS Strategy acknowledges the need to educate
all Americans about the threat of HIV and how to prevent it. The United States
must invest in programs that provide our young people with complete, accurate, and
age-appropriate sex education that helps them reduce their risk of HIV, other STDs,
and unintended pregnancy. AIDS United supports the Administration’s teen preg-
nancy prevention initiative but urges Congress to find opportunities to fund true,
comprehensive sex education that promotes healthy behaviors and relationships for
all young people, including LGBT youth. Negative health outcomes are related to
lack of knowledge and we must provide youth with the information and services
they need to make responsible decisions about their sexual health. AIDS United re-
quests that the teen pregnancy prevention initiative funding increase by $6.7 mil-
lion to a level of $161.4 million. AIDS United also requests an increase of $10 mil-
lion, for a total of $50 million, for the Division of Adolescent and School Health’s
HIV Prevention Education at the CDC. AIDS United is pleased that the President’s
budget includes zero funding for failed abstinence-only-until-marriage programs and
urges the subcommittee also to ensure that funding is not included for these ineffec-
tive programs.

Policy Rider, Syringe Exchange.—CDC estimates that approximately 13 percent of
all HIV cases and 60 percent of all hepatitis C cases in the United States are re-
lated to intravenous drug use. Eight Federal studies and numerous scientific peer
reviewed papers have conclusively established that syringe exchange programs re-
duce the incidence of HIV among people who inject drugs and their sexual partners
and that syringe exchange reduces drug abuse. Syringe exchange programs connect
people who use drugs to healthcare services including substance abuse treatment,
HIV and viral hepatitis prevention services and testing, counseling, education, and
support. AIDS United recommends that the Subcommittee maintain the current
compromise language letting local jurisdictions make their own decision about using
Federal funds to prevent HIV and viral hepatitis through the use of proven syringe
exchange programs.

HIV/AIDS Treatment.—The Ryan White HIV/AIDS Treatment Extension Act, ad-
ministered by the Health Resources and Services Administration (HRSA) provides
services to more than 529,000 people living with and affected by HIV throughout
the United States and its territories. It is the largest source of Federal funding sole-
ly focused on the delivery of HIV services and has provided the framework for our
national response to the HIV epidemic. In recent years, funding for the Ryan White
Program has not kept pace with the growing epidemic leading to waiting lists and
other cost containment measures for the AIDS Drug Assistance Program (ADAP),
increasing wait times to receive medical appointments and loss of some support
services. Ryan White Programs are designed to compliment each other. As such, all
parts of the Ryan White Program require substantial increased funding to address
the true needs of the hundreds of thousands of people living with HIV who are unin-
sured, underinsured, or who lack financial resources for healthcare and require
Ryan White Program services. AIDS United recommends that the Ryan White Pro-
gram funding level be increased by $369.7 million to a total of $2.686 billion in fis-
cal year 2012.

Ryan White Programs, Part A.—This Part of the Ryan White Programs provides
physician visits, laboratory services, case management, home-based and hospice
care, and substance abuse and mental health services in the jurisdictions most af-
fected by HIV/AIDS. These core medical and supportive services are critical to en-
suring patients have access to and can effectively utilize life-saving therapies. AIDS
United recommends funding for Part A at $751.9 million, an increase of $73.8 mil-
lion in fiscal year 2012.

Ryan White Programs, Part B (base).—This program ensures a foundation for HIV
related healthcare services in each State and territory, including the critically im-
portant ADAP. Part B base grants (excluding ADAP). AIDS United recommends
funding for Part B base grants at $495.0 million, an increase of $76.2 million in fis-
cal year 2012.

Ryan White Programs, Part B (ADAP).—The AIDS Drug Assistance Program pro-
vides medications for treating people with HIV who cannot access Medicaid or pri-
vate health insurance. According to the 2011 National ADAP Monitoring Project,
ADAP provided drugs to about 190,936 clients in fiscal year 2009, including 33,672
new clients. As of April 15, 2011, 11 State ADAPs had waiting lists of 7,885 individ-
uals and an additional 8 States had taken or were considering taking cost-contain-
ment measures. According to a respected pharmacoeconomic study that measures
the funds needed to let State ADAPs provide a minimum clinical standard for-
mulary the actual need for increases last year was more than $370.1 million. The
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community recognizes the difficult budget environment and asks for a much lower
amount. AIDS United recommends $991 million, the authorized amount for ADAP,
an increase of $131 million, in fiscal year 2012.

Ryan White Programs, Part C.—This Part awards grants to community-based clin-
ics and medical centers, hospitals, public health departments, and universities in 22
States and the District of Columbia under the Early Intervention Services program.
These grants are targeted toward new and emerging sub-populations impacted by
the HIV epidemic. Part C funds are particularly needed in rural areas where the
availability of HIV care and treatment is still relatively new. AIDS United requests
$272.2 million, the authorized amount for Part C an increase of $65.8 million, in
fiscal year 2012.

Ryan White Programs, Part D.—Part D awards grants under the Comprehensive
Family Services Program to provide comprehensive care for HIV positive women, in-
fants, children, and youth and their affected families. These grants fund the plan-
ning of services that provide comprehensive HIV care and treatment and the
strengthening of the safety net for HIV positive individuals and their families. AIDS
United requests $83.1 million, an increase of $5.5 million, for Part D.

Ryan White Programs, Part F, the AIDS Education and Training Centers
(AETCs).—The AETCs train Ryan White program doctors, advanced practice nurses,
physicians’ assistants, nurses, oral health professionals, and pharmacists about HIV
treatment, testing, viral hepatitis and more. The AETCs also ensure that education
is available to primary healthcare providers who do not specialize in HIV but are
asked to treat the increasing numbers of HIV positive patients who depend on them
for care. AIDS United requests a total of $50 million, a $15.2 million increase in
fiscal year 2012.

Ryan White Programs, Part F, Dental Care.—Dental care is a crucial service need-
ed by people living with HIV disease. Oral health problems are often an early mani-
festation of HIV disease. Unfortunately oral health is often neglected by those who
cannot afford, or do not have access to, proper medical care creating missed opportu-
nities to find early HIV infections. AIDS United request $19 million, a $5.4 million
increase, for this program in fiscal year 2012.

Department of Health and Human Services, Minority AIDS Initiative.—The Mi-
nority AIDS Initiative directly benefits racial and ethnic minority communities that
are the most deeply affected by HIV/AIDS infection rates with grants to provide
technical assistance, infrastructure support and strengthen the capacity of minority
community based organizations to deliver high-quality HIV healthcare and sup-
portive services. Communities of color are deeply affected by the HIV epidemic. The
Minority AIDS Initiative funds needed programs throughout HHS agencies and is
included in every Part of the CARE Act. It was authorized within the Ryan White
Program for the first time in 2006. AIDS United requests a total of $610 million
for the Minority AIDS Initiative.

HIV/AIDS Research.—Research to prevent, treat and ultimately cure HIV is vital
to the domestic and global control of the disease. The United States through the Na-
tional Institute of Health (NIH) must continue to take the lead in the research and
development of new medicines to treat current and future strains of HIV. The NIH’s
Office of AIDS Research must continue its groundbreaking research in both basic
and clinical science to develop a preventative vaccine, microbicides, and other sci-
entific, behavioral, and structural HIV prevention interventions. Commitment to re-
search will ultimately help to bring the epidemic under control decreasing the funds
that must be spent on care and treatment of HIV. AIDS United requests that the
NIH be funded at $35 billion in fiscal year 2012 and the AIDS portfolio be funded
at $3.5 billion, a $410 million increase.

The HIV epidemic is a continuing health crisis in the United States. We must ex-
pand resources for our domestic HIV prevention, treatment and care, and research
efforts to meet the goals of the National HIV/AIDS Strategy. On behalf of our more
than 400 participating organizations, HIV positive Americans and those affected by
this disease, AIDS United urges the subcommittee help us save lives by to fully
fs'unding the domestic response to the ongoing, tragic, HIV epidemic in the United

tates.

PREPARED STATEMENT OF THE ADULT CONGENITAL HEART ASSOCIATION

Introduction

The Adult Congenital Heart Association (ACHA)—a national non-for-profit organi-
zation dedicated to improving the quality of life and extending the lives of adults
with congenital heart disease (CHD)—is grateful for the opportunity to submit writ-
ten testimony regarding fiscal year 2012 funding for congenital heart research and
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surveillance. We respectfully request $3 million for CHD surveillance at the Centers
for Disease Control and Prevention (CDC) as well as additional CHD research at
the National Heart, Lung and Blood Institute (NHLBI).

Adult Congenital Heart Disease

Congenital heart defects are the most common group of birth defects occurring in
approximately 1 percent of all live births, or 40,000 babies a year. These malforma-
tions of the heart and structures connected to the heart either obstruct blood flow
or cause it to flow in an abnormal pattern. This abnormal heart function can be
fatal if left untreated. In fact, congenital heart defects remain the leading cause of
birth defect related infant deaths.

Many infants born with congenital heart problems require intervention in order
to survive. Intervention often includes one or multiple open-heart surgeries; how-
ever, surgery is rarely a long-term cure. The success of childhood cardiac interven-
tion has created a new chronic disease—CHD. Thanks to the increase in survival,
of the nearly 2 million people alive today with CHD, more than half are adults, in-
creasing at an estimated rate of 5 percent each year. Few congenital heart survivors
are aware of their high risk of additional problems as they age, facing high rates
of neuro-cognitive deficits, heart failure, rhythm disorders, stroke, and sudden car-
diac death, and many survivors require multiple operations throughout their life-
time. 50 percent of all congenital heart survivors have complex problems for which
life-long care from congenital heart specialists is recommended, yet less than 10 per-
cent of adult congenital heart patients receive recommended cardiac care. Delays in
care can result in premature death and disability. In adults, this often occurs during
prime wage-earning years.

ACHA

ACHA serves and supports the more than 1 million adults with CHD, their fami-
lies and the medical community—working with them to address the unmet needs
of the long-term survivors of congenital heart defects through education, outreach,
advocacy, and promotion of ACHD research.

In order to promote life-saving research and accessible, appropriate and quality
interventions which, in turn, will reduce the public health burden of this chronic
disease, ACHA advocates for adequate funding of CDC initiatives relating to CHD,
and encourages funding within the National Institutes of Health (NIH) for CHD re-
search. ACHA continues to work with Federal and State policy makers to advance
policies that will improve and prolong the lives of those living with CHD.

ACHA is also a founding member of the Congenital Heart Public Health Consor-
tium (CHPHC). The CHPHC is a group of organizations uniting resources and ef-
forts to prevent the occurrence of CHD and enhance and prolong the lives of those
with CHD through targeted public health interventions by enhancing and sup-
porting the work of the member organizations. Representatives of Federal agencies
serve in an advisory capacity. In addition to ACHA, the Alliance for Adult Research
in Congenital Cardiology, American Academy of Pediatrics, American College of
Cardiology, American Heart Association, March of Dimes Foundation, National
Birth Defects Prevention Network, and the National Congenital Heart Coalition are
all members of the CHPHC.

Federal Support for Congenital Heart Disease Research and Surveillance

Despite the prevalence and seriousness of the disease, CHD data collection and
research are limited and almost non-existent for the adult CHD population. In 2004,
the NHLBI convened a working group on CHD, which recommended developing a
research network to conduct clinical research and establishing a national database
of patients.

In March 2010, the first CHD legislation passed as part of Patient Protection and
Affordable Care Act (ACA).! The ACA calls for the creation of The National Con-
genital Heart Disease Surveillance System, which will collect and analyze nationally
representative, population-based epidemiological and longitudinal data on infants,
children, and adults with CHD to improve understanding of CHD incidence, preva-
lence, and disease burden and assess the public health impact of CHD. It also au-
thorized the NHLBI to conduct or support research on CHD diagnosis, treatment,
prevention and long-term outcomes to address the needs of affected infants, chil-
dren, teens, adults, and elderly individuals. These provisions included in the ACA
were originally in the Congenital Heart Futures Act (H.R. 1570/S.621, 111th Con-
gress), which garnered bi-partisan support in both the House and Senate and was

1Patient Protection and Affordable Care Act, § 10411(b).
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championed by Senators Richard Durbin (D-IL) and Thad Cochran (R-MS), Rep-
resentative Gus Bilirakis (R-FL) and former Representative Zack Space (D-OH).

Recently, the National Center on Birth Defects and Developmental Disabilities in-
cluded preventing congenital heart defects and other major birth defects, in its re-
cently published 2011-2015 Strategic Plan, specifically recognizing the need for un-
derstanding the contribution of birth defects to longer term outcomes (i.e., beyond
infancy) and the economic impact of specific birth defects.

The National Congenital Heart Disease Surveillance System at CDC

As survival improves, so does the need for population-based surveillance across
the lifespan. Funding to support the development of the National Congenital Heart
Disease Surveillance System through both a pilot adult surveillance program, and
the enhancement of the existing birth defects surveillance system will be instru-
mental in driving research, improving interventional outcomes, improving loss to
care, and assessing healthcare burden. In turn, the National Congenital Heart Dis-
ease Surveillance System can serve as a model for all chronic disease states.

The current surveillance system is grossly inadequate. There are only 14 States
currently funded by the CDC to gather data on birth defects, presenting limitations
in generalizing the information across the entire population. Thus, there are signifi-
cant inconsistencies in the methods of collection and reporting across the various
State systems which limits the value of the data. Given the absence of population-
based data across the lifespan, the data we do have excludes anyone diagnosed after
the age of one, as well as those who are lost to care. It is this population, those
lost to care, that is of greatest concern, and most difficult to identify. Evidence indi-
cates that those with CHD are at significant risk for heart failure, rhythm dis-
orders, stroke, and sudden cardiac death as they age, requiring ongoing specialized
medical care. For those who are lost to care, for reasons such as limited access to
affordable or appropriate care or poor education about the need for ongoing care,
they often return to the system with preventable advanced illness and/or disability.
Population based surveillance across the life span is the only method by which these
patients can be identified, and, as a result, appropriate intervention can be planned.
ACHA is currently working with the CDC to address these concerns through the
National Congenital Heart Disease Surveillance System.

ACHA requests that Congress provide the CDC $3 million in fiscal year 2012 to
support data collection to better understand CHD prevalence and assess the public
health impact of CHD. This level of funding will support a pilot adult surveillance
system and allow for the enhancement of the existing birth defects surveillance sys-
tem.

Funding of Research Related to Congenital Heart Disease at NIH

Our Nation continues to benefit from the single largest funding source for CHD
research, the NIH. Yet, as a leading chronic disease, congenital heart research is
significantly underfunded.

The NHLBI supports basic and clinical research to establish a scientific basis for
the prevention, detection, and treatment of congenital heart disease. The Bench to
Bassinet Program is a major effort launched by the NHLBI to hasten the pace at
which heart research on genetics and basic science can be developed into new treat-
ments across the life span for people with congenital heart disease. The overall goal
is to provide the structure to turn knowledge into clinical practice, and use clinical
practice to inform basic research.

ACHA urges Congress to support the NHLBI in efforts to continue its work with
patient advocacy organizations, other NIH Institutes, and the CDC to expand col-
laborative research initiatives and other related activities targeted to the diverse
life-long needs of individuals living with congenital heart disease.

Summary

Thank you for the opportunity to highlight this important disease. We know that
you face many difficult funding decisions for fiscal year 2012 and hope that you con-
sider addressing the life-long needs of those with CHD. By making an investment
in the research and surveillance of CHD, the return will be seen through reduced
healthcare costs, decreased disability and improved productivity in a population
quickly approaching 2 million.

PREPARED STATEMENT OF THE ALLIANCE FOR AGING RESEARCH

Chairman Harkin and members of the Subcommittee, for 25 years the not-for-
profit Alliance for Aging Research has advocated for medical research to improve
the quality of life and health for all Americans as we grow older. Our efforts have
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included supporting Federal funding of aging research by the National Institutes of
Health (NIH), through the National Institute on Aging (NIA) and other NIH insti-
tutes and centers. The Alliance appreciates the opportunity to submit testimony
highlighting the important role that the NIH plays in facilitating aging-related med-
ical research activities and the ever more urgent need for increased Federal invest-
ment and focus to advance scientific discoveries to keep individuals healthier longer.

Research toward healthier aging has never been more critical for so many Ameri-
cans. In January 2011, the first of the baby boomers began turning age 65. Older
Americans now make up the fastest growing segment of the population. According
to the U.S. Census Bureau, the number of people age 65 and older will more than
double between 2010 and 2050 to 88.5 million or 20 percent of the population; and
those 85 and older will increase three-fold, to 19 million, according to the U.S. Cen-
sus Bureau. Late-in-life diseases such as type 2 diabetes, cancer, neurological dis-
eases, heart disease, and osteoporosis are increasingly driving the need for
healthcare services in this country. Many diseases of these aging are expected to
become more prevalent as the number of older Americans increases. Preventing,
treating or curing chronic diseases of the aging, is perhaps the single most effective
strategy in reducing national spending on healthcare.

Consider that the number of Americans age 65 and older with Alzheimer’s disease
is projected to more than double by 2030. A report in the Journal of Clinical Oncol-
ogy projected cancer incidence will increase by about 45 percent from 2010-2030,
accounted for largely by cancer diagnoses in older Americans and minorities, and
by 2030, people aged 65 and older will represent 70 percent of all cancer diagnoses
in the United States. Currently, the average 75-year old has three chronic health
conditions and takes five prescription medications. Six diseases—heart disease,
stroke, cancer, diabetes, Alzheimer’s and Parkinson’s diseases—cost the United
States over $1 trillion each year. In the absence of new discoveries to better treat
and prevent osteoporosis, it is estimated to cost the United States $25.3 billion per
year by 2025. According to an Alzheimer’s Association report from 2010, research
breakthroughs that slow the onset and progression of Alzheimer’s disease could
gield annual Medicare savings of $33 billion in 2020 and as much as $283 billion

y 2050.

The rising tide of chronic diseases of aging threatens to overwhelm the U.S.
healthcare system in the coming years. Research which leads to a better under-
standing of the aging process and human vulnerability to age-related diseases could
be the key to helping Americans live longer, more productive lives, and simulta-
neously reduce the need for care to manage costly chronic diseases. Scientists who
study aging now generally agree that aging is malleable and capable of being
slowed. Rapid progress in recent years toward understanding and making use of
this malleability has paved the way for breakthroughs that could increase human
health in later life by opposing the primary risk factor for virtually every disease
we face as we grow older—aging itself. Better understating of this “common denomi-
nator” of disease could usher in a new era of preventive medicine, enabling interven-
tions that stave off everything from dementia to cancer to osteoporosis. As we now
confront unprecedented aging of our population and staggering increases in chronic
age-related diseases and disabilities, a modest extensions of healthy lifespan could
produce outsized returns of extended productivity, reduced caregiver burdens, less-
ened Medicare spending, and more effective healthcare in future years.

The NIA leads national research efforts within the NIH to better understand the
aging process and ways to better maintain the health and independence of Ameri-
cans as they age. NIA is poised to accelerate the scientific discoveries. The science
of aging is showing increasing power to address the leading public health challenges
of our time. Leaders in the biology of aging believe it is now realistically possible
to develop interventions that slow the aging process and greatly reduce the risk of
many diseases and disabilities, including cancer, diabetes, Alzheimer’s disease, vi-
sion loss and bone and joint disorders. While there has been great progress in aging
research, a large gap remains between promising basic research and healthcare ap-
plications. Closing that gap will require considerable focus and investment. Key
aging processes have been identified by leading scientists as potentially yielding cru-
cial answers in the next 3-10 years. These include stress response at the cellular
level, cell turnover and repair mechanisms, and inflammation.

A central theme in modern aging research—perhaps its key insight—is that the
mutations, diets, and drugs that extend lifespan in laboratory animals by slowing
aging often increase the resistance of cells, and animals, to toxic agents and other
forms of stress. These discoveries have two main implications, each of which is like-
ly to lead to major advances in anti-aging science in the near future.

First is the suggestion that stress resistance may itself be the facilitator (rather
than merely the companion) of the exceptional lifespan in these animal models,
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hinting that studies of agents that modulate resistance to stress could be a potent
source of valuable clinical leverage and preventive medicines. Second is the observa-
tion that the mutations that slow aging augment resistance to multiple varieties of
stress—not just oxidation, or radiation damage, or heavy metal toxins, but rather
resistance to all of these at the same time.

The implication is that cells have “master switches,” which, like rheostats that
can brighten or dim all lights in a room, can tweak a wide range of protective
intracellular circuits to tune the rate of aging differently in long-lived versus short-
lived individuals and species. If this is correct, research aimed at identifying these
master switches, and fine-tuning them in ways that slow aging without unwanted
side-effects, could be the most effective way to postpone all of the physiological dis-
orders of aging through manipulation of the aging rate itself. Researchers have for-
mulated, and are beginning to pursue, new strategies to test these concepts by anal-
ysis of invertebrates, cells lines, laboratory animals and humans, and by comparing
animals of species that age more quickly or slowly.

One hallmark of aging tissues is their reduced ability to regenerate and repair.
Many tissues are replenished by stem cells. In some aged tissues, stem cell numbers
drop. In others, the number of stem cells changes very little—but they malfunction.
Little is currently known about these stem cell declines, but one suspected cause
is the accumulation of “senescent” cells. Cellular senescence stops damaged or dis-
tressed cells from dividing, which protects against cancer. At advanced ages, how-
ever, the accumulation of senescent cells may limit regeneration and repair, a phe-
nomenon that has raised many questions. Do senescent cells, for instance, alter tis-
sue “microenvironments,” such that the tissue loses its regenerative powers or para-
doxically fuel the lethal proliferation of cancer cells?

A robust research initiative on these issues promises to illuminate the roots of a
broad range of diseases and disabling conditions, such as osteoporosis, the loss of
lean muscle mass with age, and the age-related degeneration of joints and spinal
discs. The research is also essential for the development of stem cell therapies, the
promise of which has generated much public excitement in recent years. This is be-
cause implanting stem cells to renew damaged tissues in older patients may not suc-
ceed without a better understanding of why such cells lose vitality with age. Impor-
tantly, research in this area would also help determine whether interventions that
enhance cellular proliferative powers would pose an unacceptable cancer risk.

Acute inflammation is necessary for protection from invading pathogens or foreign
bodies and the healing of wounds, but as we age many of us experience chronic, low-
level inflammation. Such insidious inflammation is thought to be a major driver of
fatal diseases of aging, including cancer, heart disease, and Alzheimer’s disease, as
well as of osteoporosis, loss of lean muscle mass after middle age, anemia in the
elderly, and cognitive decline after 70. Just about everything that goes wrong with
our bodies as we age appears to have an important inflammatory component, and
low-level inflammation may well be a significant contributor to the overall aging
process itself. As the underlying mechanisms of age-related inflammation are better
understood, researchers should be able to identify interventions that can safely cur-
tail its deleterious effects beginning in mid-life, broadly enhancing later-life, and
with negligible risk of side effects.

While important advances have been made toward the goal of adding healthy
years to life, it cannot be achieved in a timely way without significant financial sup-
port. In stark contrast to the rapidly rising costs of healthcare for the aging, we as
a Nation are making a miniscule, and declining, investment in the prevention, treat-
ment or cure of chronic diseases of aging. Out of each dollar appropriated to NIH
only 3.6 cents goes toward supporting work of the NIA. Between fiscal year 2003
and fiscal year 2010, NIA-funded scientists saw a series of nominal increases and
cuts that amounted to a 14.7 percent reduction in constant dollars. The November
11, 2010 issue of Nature notes that “[a]lthough the funding situation is tight all
around for NIH-supported investigators, the NIA 1is in an exceptional
predicament . . . . As both the United States and global populations age, the prev-
alence of chronic diseases such as cancer, heart disease and diabetes will also grow,
along with neurodegenerative ailments . . . The NIA deals with age-related as-
pects of all of these.”

An increase in funding for aging research is urgently needed to enable scientists
to capitalize on the field’s recent exciting discoveries. Advocates for age-related dis-
eases like Alzheimer’s disease and cancer in the past have called for congressional
appropriations of $2 billion annually in order to achieve major breakthroughs in
treating and curing those diseases. Thus, a goal of $2 billion annually in Federal
funding for aging research on the basic underpinnings of aging over the next 3 to
10 years seems modest considering its great potential to lower overall disease risk
(including Alzheimer’s, cancer, and more) and add healthy years to life. For the NIA
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in particular, an increase in funding would enable flexibility in supporting high-
quality grant proposals that fall within the 20th percentile of submitted grants. In
recent years, the percent of grant applications receiving funding by the NIA has
dropped precipitously and currently only the top 9 percent are being funded. This
means that many valuable projects are being set aside due to budget constraints,
and many talented scientists who might make major contributions to aging research
are being dissuaded from making this their life’s work.

In addition to increased resources, the field would also benefit greatly from the
creation of a trans-NIH initiative that could improve the quality and pace of re-
search that advances the understanding of aging, its impact on age-related diseases,
and the development of interventions to extend human healthspan. The initiative
would be most effective if it included the representatives from the National Institute
on Aging (NIA) and the major-disease focused institutes that have some role in
aging research such as the National Institute of Neurological Disorders and Stroke
(NINDS), National Heart, Lung, and Blood Institute (NHLBI), National Institute of
Diabetes and Digestive and Kidney Diseases (NIDDK), and the National Cancer In-
stitute (NCI).

The field of aging research is poised to make transformational gains in the near
future. Few if any areas for investing research dollars offer greater potential returns
for public health. The Alliance for Aging Research supports funding the NIH at $35
billion in fiscal year 2012 with a minimum of $1.4 billion in funding for the NIA
specifically. This level of support would allow the NIH and the NIA to adequately
fund new and existing research projects, accelerating progress toward findings
which could prevent, treat, slow the progression or even possibly cure conditions re-
lated to aging. With a Silver Tsunami of age driven chronic ailments looming as our
population grows older, an increased emphasis on NIH’s aging research activities
has never been more urgent, with potential to impact so many Americans.

The payoffs from such focused attention and investment would be large and last-
ing. Therapies that delay aging would lessen our healthcare system’s dependence on
the relatively inefficient strategy of trying to redress diseases of aging one at a time,
often after it is too late for meaningful benefit. They would also address the fact
that while advances in lowering mortality from heart attack and stroke have dra-
matically increased life expectancy, they have left us vulnerable to other age-related
diseases and disorders that develop in parallel, such as Alzheimer’s disease, diabe-
tes, and frailty. Properly focused and funded research could benefit millions of peo-
ple by adding active, healthy, and productive years to life. Furthermore, the re-
search will provide insights into the causes of and strategies for reducing the peri-
ods of disability that generally occur at the end of life.

Mr. Chairman, the Alliance for Aging Research thanks you for the opportunity to
outline the challenges posed by the aging population that lie ahead as you consider
the fiscal year 2012 appropriations for the NIH and we would be happy to furnish
additional information upon request.

PREPARED STATEMENT OF THE ALLIANCE OF INFORMATION AND REFERRAL SYSTEMS

The Alliance of Information and Referral Systems (AIRS) thanks you for providing
the opportunity to submit testimony as you consider an fiscal year 2012 Labor-HHS,
Education Appropriations bill. AIRS is the national voice of Information and Refer-
ral/Assistance (I&R/A) services and we provide a professional umbrella for over
1,200 I&R/A providers in both public and private organizations. Our primary pur-
pose for submitting this testimony is to urge you not to cut Title IIIB funding of
the Older Americans Act (OAA) as this provides Federal funding to the States for
I&R. President Obama’s proposed fiscal year 2012 budget emphasizes an increase
in funding of $48 million for Title IIIB of the OAA.

Information and Referral brings people and services together. When people don’t
know where to turn, I&R/A is there for them. Last year, AIRS members answered
more than 20 million calls for help. Comprehensive and specialized I&R/A programs
help people in every community and operate as a critical component of the health
and human services delivery system. I&R/A organizations have databases of pro-
grams and services and disseminate information through a variety of channels to
individuals and communities. People in search of critical services such as, food, shel-
ter, child care, work and job training, mental health support often do not know
where to begin. More often than not, I&R/A organizations provide the answers.

We encourage you to support a $48 million increase in funding for Title III of the
Older Americans Act and at a very minimum, not cut funding for I&R/A services.
Thank you for your consideration.
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PREPARED STATEMENT OF ALLUVIAM LLC

As a small business, we're writing to you today to bring to your attention what
we feel is an urgent issue regarding the National Library of Medicine (NLM) deci-
sion to enter and unfairly compete with private industry in the market for software
for firefighters and other emergency responders.

It has come to our attention that NLM has been funding development of a soft-
ware program (“WISER”) that they then give away at no cost to first responders.
Apparently, NLM has been funding this effort for the last several years; in spite
of the fact that there are at least 6 other companies within this market segment
that provide similar decision support tools for first responders, and have been doing
so prior to NLM entering the marketplace.

Providing government funding to a program that competes with an established
segment of private industry Kkills jobs, stifles innovation and seems inherently unfair
and contrary to the long term best interest of the emergency response community
and a poor use of taxpayer money. With NLM’s continued practices, there will cease
to be any private industry R&D, innovation or other commercial investment in this
market segment, effectively killing innovative technologies like ours, and the other
companies currently providing products to this market. We have attempted to raise
this issue to the attention of NLM without success, even though OMB circular A—
76 (revised), supra note 182 at A-3 articulates a “Red Light for On-Line and Infor-
mational Government Activity: Principle 10: The government should exercise sub-
stantial caution in entering markets in which private-sector firms are active.”

We feel that NLM is acting far outside its charter as a library information service.
While we certainly applaud their efforts to provide concise and useful chemical and
health related information to emergency responders and the public, it seems clear
that with the development of software that they then give away, NLM has crossed
the line of what it has been chartered to do, and is in conflict with OMB A-76,
whose basic tenets are that “in the process of governing, the Government should not
compete with its citizens” and that “a commercial activity is not a governmental
function.” These principles provide fundamental policy direction to agencies that the
Government should not be in the business of providing commercial goods and serv-
ices in competition with private markets.

We've attempted to contact NLM directly, but their position has been that they
are fulfilling their duty of publishing Government information. We feel that devel-
oping and distributing analytical software, running focus groups to solicit user feed-
back, then promoting the software at the same industry trade shows that we attend
is not consistent with publishing Government data. In fact, it is quite disingenuous,
as if their intent was to publish the information, they could make the information
widely available in any number of portable document or html formats that would
be accessible from a range of devices, from laptops to smartphones, and would not
put them in direct competition with private industry.

The Government doesn’t provide emergency responders free emergency response
vehicles, protective clothing, respirators, radios or chemical detectors, and neither
should the Government be competing with established private industry companies
that are already providing decision support software to emergency responders. I'm
sure that Microsoft would take umbrage with the Department of Commerce if Com-
merce decided to develop and then give away a free spreadsheet program simply be-
cause they thought it would benefit U.S. business.

We respectfully request that you look into defunding this NLM program and get
NLM out of the business of competing with private industry for this type of soft-
ware. Since NLM started promoting their software, we’'ve had existing customers
and potential clients wonder why they should pay for software that NLM makes
available for free.

By way of background, as part of the Homeland Security Act of 2002, Public Law
107-296, known as the SAFETY ACT, Congress passed the Act as a mechanism to
foster and support the development of innovative and effective anti-terrorism tech-
nology. Today, our company is one of a few companies in the United States that has
a CBRNE/IED decision support system that has earned SAFETY ACT certification
and designation as an approved anti-terrorism technology. We’ve spent over 5 years,
and nearly 25,000 man hours—all at our own private expense, developing, fielding
and deploying our technology. Today our technology, HazMasterG3® is deployed
with the FBI, the Secret Service Presidential Protective Detail, every CST/WMD
team in the country, the USMC’s CBIRF, DHS, US Special Forces, and many civil-
ian fire departments, HAZMAT teams and bomb squads throughout the United
States.
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PREPARED STATEMENT OF THE AMERICAN ACADEMY OF FAMILY PHYSICIANS

The American Academy of Family Physicians representing 97,600 family physi-
cians, residents, and medical students nationwide, is pleased to submit this state-
ment for the record in support of our funding priorities for inclusion in the fiscal
year 2012 appropriations bill.

The AAFP urges the Senate Appropriations Subcommittee on Labor, Health and
Human Services, and Education to make a robust fiscal year 2012 investment in
our Nation’s primary care physician workforce in order to ensure that it is adequate
tolprovide efficient, effective healthcare delivery addressing access, quality and
value.

We recognize the difficult decisions which our Nation’s budgetary pressures
present and remain confident that wise Federal investment will help to transform
healthcare to achieve optimal, cost-efficient health for everyone. Specifically, we rec-
ommend that the Committee provide the Health Resources and Services Adminis-
tration and the Agency for Healthcare Research and Quality with the fiscal year
2012 funding levels called for in the President’s budget request.

Health Resourses and Services Administration

HRSA is the Federal agency chiefly responsible for improving access to healthcare
services for Americans who are uninsured, isolated or medically vulnerable. HRSA’s
mission also calls for a skilled health workforce, and the AAFP supports their efforts
to train the necessary primary care physician workforce. Primary care physicians
will serve as a strong foundation for a more efficient and effective healthcare sys-
tem.

The AAFP recommends that the Committee provide at least $449.5 million for all
of the Health Professions Training Programs authorized by Title VII of the Public
Health Service Act and administered by the Health Resources and Services Admin-
istration (HRSA) as requested in the President’s fiscal year 2012 budget.

Within that line, we urge you to provide at least:

—$140 million for Health Professions Primary Care Training and Enhancement

authorized under Title VII, Section 747 of the Public Health Service Act;

—$10 million for Teaching Health Centers development grants authorized by Title

VII, Section 749A; and
—$4 million for Title VII, Section 749B Rural Physician Training Grants.

Title VII Health Professions Training Programs

As the only medical specialty society devoted entirely to primary care, the AAFP
appreciates this Committee’s commitment to a strong primary care physician work-
force. We are concerned that a failure to provide adequate funding for the Title VII,
Section 747, the Primary Care Training and Enhancement (PCTE) program, would
destabilize ongoing efforts to increase education and training support for family phy-
sicians, exacerbating primary care shortages and further straining the Nation’s
healthcare system.

Title VII, Section 747 primary care training grants to medical schools and resi-
dency programs have for decades helped to increase the number of physicians who
select primary care specialties and work in underserved areas. A study published
in the Annals of Family Medicine on the impact of Title VII training programs on
community health center staffing and national health service corps participation
found that physicians who work with the underserved in CHCs and NHSC sites are
more likely to have trained in Title VII-funded programs.! Title VII primary care
training grants are vital to departments of family medicine, general internal medi-
cine, and general pediatrics; strengthen primary care curricula; and offer incentives
for training in underserved areas.

In the coming years, medical services utilization is likely to rise given the increas-
ing and aging population as well as the insured status of more of the populace.
These demographic trends will cause primary care physician shortages to worsen.
We urge the Committee to increase the level of Federal funding for primary care
training to reinvigorate medical education, residency programs, as well as academic
and faculty development in primary care to prepare physicians to support the pa-
tient centered medical home.

Teaching Health Centers

The AAFP has long called for reforms to graduate medical education programs in
order to encourage the training of primary care residents in non-hospital settings
where most primary care is delivered. An excellent first step is the innovative

1Rittenhouse DR, et al. Impact of Title VII training programs on community health center
staffing and National Health Service Corps participation. Ann Fam Med. 2008;6(5):397-405.
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Teaching Health Centers program authorized under Title VII, Section 749A to in-
crease primary care physician training capacity now administered by HRSA.

Federal financing of graduate medical education has led to training which occurs
mainly in hospital inpatient settings in spite of the fact that most patient care is
delivered outside of hospitals in ambulatory settings across the Nation. The Teach-
ing Health Center program provides resources to any qualified community based
ambulatory care setting that operates a primary care residency program including
federally Qualified Health Centers or federally Qualified Health Centers Look
Alikes, Rural Health Clinics, Community Mental Health Centers, a Health Center
operated by the Indian Health Service, or a center receiving Title X grants.

We were pleased that the Patient Protection and Affordable Care Act authorized
a mandatory appropriations trust fund of $230 million over 5 years to fund the oper-
ations of Teaching Health Centers. However, if this program is to be effective, there
must be funds for the planning grants to establish newly accredited or expanded
primary care residency programs.

Rural Health Needs

Another important HRSA Title VII grant program is the Rural Physician Training
Grants program to help medical schools to recruit students most likely to practice
medicine in rural communities. This modest program authorized by Title VII, Sec-
tion 749B will help provide rural-focused training and experience and increase the
number of recent medical school graduates who practice in underserved rural com-
munities.

National Health Service Corps

The National Health Service Corps (NHSC) recruits and places medical profes-
sionals in Health Professional Shortage Areas to meet the need for healthcare in
rural and medically underserved areas. The NHSC provides scholarships or loan re-
payment as incentives for practitioners to enter primary care and provide healthcare
to Americans in Health Professional Shortage Areas. By addressing medical school
debt burdens, the NHSC also helps to ensure wider access to medical education op-
portunities.

The Government Accountability Office (GAO-01-1042T) described the NHSC as
“one safety-net program that directly places primary care physicians and other
health professionals in these medically needy areas.” Currently most of the more
than 7 million people who rely on NHSC clinicians for their healthcare needs would
not have access to care without the NHSC.

Since its inception in 1972, the NHSC has helped place 37,000 primary care
health professionals in underserved communities across the country, many of whom
remain in these areas following the completion of their service. According to the fis-
cal year 2009 Health Resources and Services Administration budget justification,
over 75 percent of the clinicians placed by the NHSC in underserved areas contin-
ued to serve in their position for at least 1 year after the completion of their service
obligation.

Today, there are over 9,000 vacancies at NHSC approved sites across the country
vsiith more added every day, yet funding is inadequate to fill all of these needed
slots.

The AAFP recommends that Committee provide at least the President’s requested
level of $418.5 million for the National Health Service Corps for fiscal year 2012
to include $295 million in funds made available for NHSC operations, scholarships
and loan repayments by the Affordable Care Act.

Agency for Heatlhcare Research and Quality

The mission of the Agency for Healthcare Research and Quality (AHRQ)—to im-
prove the quality, safety, efficiency, and effectiveness of healthcare for all Ameri-
cans—closely mirrors the AAFP’s own mission. AHRQ is a small agency with a huge
responsibility for research to support clinical decisionmaking, reduce costs, advance
patient safety, decrease medical errors and improve healthcare quality and access.
Family physicians recognize that AHRQ has a critical role to play in patient-cen-
tered outcomes research also known as comparative effectiveness research.

Patient-Centered Outcomes Research

AHRQ’s investment in patient-centered outcomes research will help Americans
make the informed decisions we must make to focus on paying for quality rather
than quantity. By determining what has limited efficacy or does not work, this im-
portant research can spare patients from tests and treatments of little value. Today,
patients and their physicians face a broad array of diagnostic and treatment options
without the scientific evidence needed to know what procedure or which drug is
most likely to succeed or how best to time a given therapy. AHRQ is supporting re-
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search to answer those questions so that physicians and their patients can make
the choices about care that are most likely to succeed. AHRQ also supports the es-
sential research into the prevention of medical errors and reducing hospital-ac-
quired infections.

Medical Liability Demonstrations
Solving the professional medical liability has long been one of the AAFP’s highest
priorities. Although the medical liability demonstrations announced by AHRQ in fis-
cal year 2010 are quite modest, we support the effort to find alternatives to the cur-
rent medical tort system.

Primary Care Extension Program

The AAFP supports the Primary Care Extension Program to be administered by
AHRQ to provide support and assistance to primary care providers about evidence-
based therapies and techniques so that providers can incorporate them into their
practice. As AHRQ develops more scientific evidence on best practices and effective
clinical innovations, the Primary Care Extension Program will disseminate them to
primary care practices across the Nation in much the same way as the Federal Co-
operative Extension Service provides small farms with the most current information
and guidance.

The AAFP recommends that the Committee provide at least $405 million for
AHRQ in fiscal year 2012. In addition, we ask that the Primary Care Extension pro-
gram receive the authorized level of $120 million in fiscal year 2012.

PREPARED STATEMENT OF THE AMERICAN ACADEMY OF PHYSICIAN ASSISTANTS

On behalf of the nearly 80,000 clinically practicing physician assistants in the
United States, the American Academy of Physician Assistants is pleased to submit
comments on fiscal year 2012 appropriations for Physician Assistant (PA) edu-
iational programs that are authorized through Title VII of the Public Health Service

ct.

AAPA Dbelieves that the Title VII Health Professions Programs are essential to
placing health professionals in medically underserved communities. According to the
Health Resources and Services Administration, an additional 301,000 healthcare
practitioners are needed to alleviate existing professional shortages. One of three
healthcare professions providing primary medical care in the United States, the PA
profession is deemed by many economists to be among the fastest growing profes-
sions. Title VII will not only encourage greater numbers of students to enter PA
educational programs; it will also help increase access to care for millions of Ameri-
cans who live in medically underserved areas.

As a member of the Health Professions and Nursing Education Coalition
(HPNEC), AAPA respectfully supports the coalition’s request to fund Title VII
health professions education program at the President’s request of $449,454,000.

AAPA recommends that Congress continue its support to grow the PA primary
care work force. The U.S. healthcare system will require a much-expanded primary
healthcare workforce, both in the private and public healthcare markets. For exam-
ple, the National Association of Community Health Centers’ March 2009 report, Pri-
mary Care Access: An Essential Building Block of Health Reform, predicts that in
order to reach 30 million patients by 2015, health centers will need at least an addi-
tional 15,585 primary care providers, just over one-third of whom are non-physician
primary care professionals.

A review of PA graduates from 1990-2009 demonstrates that PAs who have grad-
uated from PA educational programs supported by Title VII are 67 percent more
likely to be from underrepresented minority populations and 47 percent more likely
to work in a rural health clinic than graduates of programs that were not supported
by Title VII. Additionally, a study by the UCSF Center for California Health Work-
force Studies found a strong association between physician assistants exposed to
Title VII during their PA educational preparation and those who reported working
in a federally qualified health center or other community health center.

Title VII programs are essential to the development and training of primary
healthcare professionals and, in turn, provide increased access to care by promoting
healthcare delivery in medically underserved communities. Title VII funding is espe-
cially important for PA programs as it is the only Federal funding available on a
competitive application basis to these programs.

We wish to thank the members of this subcommittee for your historical role in
supporting funding for the health professions programs, and we hope that we can
count on your support to maintain funding to these important programs in fiscal
year 2011 at the President’s request.
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Overview of Physician Assistant Education

Physician assistant educational programs are located within schools of medicine
or health sciences, universities, teaching hospitals, and the Armed Services. All PA
educational programs are accredited by the Accreditation Review Commission on
Education for the Physician Assistant.

The typical PA program consists of 26 months of instruction, and the typical stu-
dent has a bachelor’s degree and about 4 years of prior healthcare experience. The
first phase of the program consists of intensive classroom and laboratory study.
More than 400 hours in classroom and laboratory instruction are devoted to the
basic sciences, with over 75 hours in pharmacology, approximately 175 hours in be-
havioral sciences, and nearly 580 hours of clinical medicine.

The second year of PA education consists of clinical rotations. On average, stu-
dents devote more than 2,000 hours, or 50 to 55 weeks, to clinical education, divided
between primary care medicine—family medicine, internal medicine, pediatrics, and
obstetrics and gynecology—and various specialties, including surgery and surgical
specialties, internal medicine subspecialties, emergency medicine, and psychiatry.
During clinical rotations, PA students work directly under the supervision of physi-
cian preceptors, participating in the full range of patient care activities, including
patient assessment and diagnosis, development of treatment plans, patient edu-
cation, and counseling.

After graduation from an accredited PA program, physician assistants must pass
a national certifying examination developed by the National Commission on Certifi-
cation of Physician Assistants. To maintain certification, PAs must log 100 con-
tinuing medical education hours every 2 years, and they must take a recertification
exam every 6 years.

Physician Assistant Practice

By design, PAs always practice in teams with physicians, extending the reach of
medicine and the promise of improved health to the most remote and in-need com-
munities in our Nation. The PA profession’s patient-centered, team-based approach
reflects the changing realities of healthcare delivery and fits well into the patient-
centered medical home model of care, as well as other integrated models of care
management.

PAs practice in various medical setting across the country and in a recent survey
conducted by the AAPA it is estimated that:

—Nineteen percent of all PAs practice in non-metropolitan areas where they may
be the only full-time providers of care (State laws stipulate the conditions for
remote supervision by a physician);

—41 percent of PAs work in urban and inner city areas;

—40 percent of PAs are in primary care;

—44 percent of PAs worked in group practices or solo physician offices: and

—380 percent of PAs practice in outpatient settings.

Nearly 300 million patient visits were made to PAs in 2009. PAs often provide
autonomous medical care, have their own patient panels, and are granted pre-
scribing authority in all 50 States.

Critical Role of Title VII Public Health Service Act Programs

Title VII programs promote access to healthcare in rural and urban underserved
communities by supporting educational programs that train health professionals in
fields experiencing shortages, improve the geographic distribution of health profes-
sionals, increase access to care in underserved communities, and increase minority
representation in the healthcare workforce.

Title VII programs are the only Federal educational programs that are designed
to address the supply and distribution imbalances in the health professions. Since
the establishment of Medicare, the costs of physician residencies, nurse training,
and some allied health professions training have been paid through Graduate Med-
ical Education (GME) funding. However, GME has never been available to support
PA education. More importantly, GME was not intended to generate a supply of pro-
viders who are willing to work in the nation’s medically underserved communities—
the purpose of Title VII.

Furthermore, Title VII programs seek to recruit students who are from under-
served minority and disadvantaged populations, which is a critical step toward re-
ducing persistent health disparities among certain racial and ethnic U.S. popu-
lations. Studies have found that health professionals from disadvantaged regions of
the country are three to five times more likely to return to underserved areas to
provide care.
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Title VII Support of PA Educational Programs

Federal support for Title VII is authorized through section 747 of the Public
Health Service Act. It is the only Federal funding available to PA educational pro-
grams. This funding is specifically targeted for primary care education and training
programs and is designed to train PAs for practice in urban or rural medically un-
derserved areas. The program is essential to the development and training of the
Nation’s health workforce and is critical to providing continued health services to
both underserved and minority communities. It also encourages PAs to return to
these environments with the greatest need after they have completed their training,
being one of the best recruitment tools to date.

Title VII was last reauthorized in 2010 under the Patient Protection and Afford-
able Care Act. Now there is a critical need to fund the Title VII program through
the appropriations process to increase the supply, diversity, and distribution of PAs
and primary care practitioners in medically underserved communities.

Support for educating PAs to practice in underserved communities is particularly
important given the market demand for physician assistants. Without Title VII
funding to expose students to underserved sites during their training, PA students
are far more likely to practice in the communities where they were raised or at-
tended school. Title VII funding is a critical link in addressing the natural geo-
graphic maldistribution of healthcare providers by exposing students to underserved
sites during their training, where they frequently choose to practice following grad-
uation. Currently, 36 percent of PAs met their first clinical employer through their
clinical rotations.

Changes in the healthcare marketplace reflect a growing reliance on PAs as part
of the healthcare team. Currently, the supply of physician assistants is inadequate
to meet the needs of society, and the demand for PAs is expected to increase. A 2006
article in the Journal of the American Medical Association (JAMA) concluded that
the Federal Government should augment the use of physician assistants as physi-
cian substitutes, particularly in urban Community Health Centers (CHCs) where
the proportional use of physicians is higher. The article suggested that this could
be accomplished by adequately funding Title VII programs. Additionally, the Bureau
of Labor Statistics projects that the number of available PA jobs will increase 39
percent bet